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An Avoress,? 


By J. W. R. Hoets, 
Sydney. 


I UNDERSTAND that one of the duties of my office is to 
deliver an address, “the presidential address”. Those 
words have been haunting me since our worthy secretary, 
Alec Hamilton, gently reminded me of this duty a month 
or two back when we were in the throes of arranging 
the programme of this meeting. And so, in duty bound, 
I must inflict upon you my maiden speech as your 
President, and you, in duty bound, must bear with me as 
patiently as you may. 

It seemed to me that it would be fitting to say some- 
thing about the Australian Orthopedic Association and of 
Some of the men who helped to found it. We are a very 
young body, but ten years have passed since we came into 
existence. In that ten years a lot has happened. A great 
war has been fought and won. During the time it was 
being waged the activities of the Australian Orthopedic 
Association were naturally cramped. Most of our members 
were either on active service abroad or engaged in home 
duties with the services. Now there are signs that the 
association will become great and strong, capable of 

ring comparison with its kindred societies in Britain 
and America. It should be able and willing to help not 
only its members, by advancing the status of orthopxdic 
surgery in Australia by such meetings as this, but also 
the community generally, by bringing to its service a fund 
of specialized knowledge, skill and experience, both in 
direct treatment of patients, and also by helping to spread 
among our professional brothers an appreciation of the 
fundamental principles of orthopedics and of the develop- 
Ments of these which are constantly occurring. 





*Read at the annual meeting of the Australian Orthopedic 
Association held on June 3, 4, 5, 6 and 7, 1947, at Melbourne. 





The prime movers in forming the Australian Ortho- 
pedic Association were, I believe, Denis Glissan, E. B. M. 
Vance, Lennox Teece, Laurence Macdonald, Norman Royle 
and Alec Hamilton. Several of these were members of 
the British Orthopedic Association. Meetings were held 
in Sydney and letters were written to men in other States 
who devoted themselves wholly to the practice of ortho- 
pedic surgery. It was thought that it was better to start 
that way, although there were many doing orthopedics 
who by the nature of their hospital appointments had to 
practise general surgery in a greater or less degree. 
Sydney, for instance, was more fortunate than Melbourne 
in this respect. 

I think that the decision to limit membership to those 
solely engaged in orthopedic surgery was a good one, and 
that it has had no little effect in the development of 
orthopedic surgery in Australia in the ten years under 
review. In that time we have seen a rapid rise in the 
number of orthopedic appointments in hospitals, and this 
increase in the number of such appointments may have 
been influenced in some degree by the constitution of the 
Australian Orthopedic Association. I like to think so. 
The war, of course, has been a tremendous factor in 
establishing the recognition of orthopedic surgery as a 
definite entity, in the minds not only of hospital authori- 
ties but of the general public as well. 

The association had 15 foundation members, as you will 
see in the excellent publication. brought out by our 
editorial secretary. I should like to congratulate him on 
the publication and hope he will be able to bring out one 
as good this year. Now, with new members, the total 
is 61. 

I am sure you will agree with me that our meetings 
provide a great stimulus. My own feeling is very strong 
that meeting men from other States and hearing them in 
discussion are of the greatest interest and value. It is 
almost of equal value, and certainly a great pleasure, to 
meet one another socially as at present. 

Most of you have had the advantage of coming into 
personal relationship with great orthopedic figures in 
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other countries, and I listen with envy to you when you 
speak of them. Tonight I want to speak of three of 
our own foundation members who are no longer with us 
—Vance, Betts and Royle. All three were remarkable men 
in their way. 

E. B. M. Vance, our first president, was a man beloved 
by all who knew him. His gentle, hesitant method of 
speech, and his trick of closing his eyes as he spoke, 
masked a keen brain and a delightfyl sense of humour. 
He was of the Liverpool school and held the traditions 
of his alma mater in reverence. A master in the use of 
the Thomas splint, he regarded skeletal traction as an 
occasionally necessary evil. In spite of his sound train- 
ing in orthopedic surgery and his large clinical experi- 
ence, he was modest in the extreme and had that happy 
knack of making one feel that he was really interested 
in what one had to say and was in fact grateful to one for 
speaking. Apart from medicine he had _ considerable 
erudition, and anything he wrote was a pleasure to read. 
He fell a victim to coronary occlusion, and atter his first 
attack knew that his time was limited. Yet in spite of 
this he carried on with a calm courage which was in 
keeping with his other admirable characteristics. The 
final attack followed the physical effort of reducing a 
Colles’s fracture. 

L. O. Betts succeeded Vance as president in 1939 and in 
some respects resembled him. The quiet manner, the 
keen clinical acumen and the sense of humour were very 
evident. He had a large experience, and for a long time, 
I am given to understand, examined almost every ortho- 
pedic patient in South Australia. We owe him our thanks 
for elucidating the mystery of Morton’s disease, and 
those of you who were present when he showed his 
specimens of digital neuromata will not have forgotten 
the sensation of that meeting. It has surprised me how 
long his discovery has taken to become generally known 
and to get into the textbooks. 

Betts’s interest outside orthopedics was in sheep and 
wool, and I well remember one day when he drove us out 
into the hills behind Adelaide to a small country show. 
I followed him round while he handled the sheep, inspected 
the fleece and argued with the other sheep men, totally 
immersed in his subject just as he might be in a hospital 
ward. I noted too with interest that his opinion seemed 
to be sought and respected as much on the subject of 
sheep as it was on that of his profession. I have very 
happy memories of his hospitality and friendship. He 
died before the war was won, and so keen was he that 
he would not allow his malady to interfere with his work 
until his failing strength forced him to—a wonderful 
example of fortitude and sturdy patriotism. 

I knew Norman Royle intimately. I first met him when, 
just after he graduated, he came as a locum tenens to my 
practice in the Glebe, and as he seemed always ready 
to help me out, I got to know him pretty well. It is 
interesting to remember that at no time had he considered 
doing anything else than orthopedics. He became resident 
medical officer at Lewisham Hospital on graduation, and 
from there went straight into Macquarie Street as an 
orthopedic surgeon. His enthusiasm was great, and in 
those days particularly, his whole waking time was 
occupied with thoughts of his professional work. I lived 
next door to him for years, and often on Sunday he would 
call out to me to come and look at something he was 
working on—trying out different materials for making 
a splint or something of that sort. No trouble was too 
great for him in preparation for some job he had not 
before attempted. I think the early part of his life shows 
his real character much more truly than the latter part 
after he had contracted the malady which was to wreck 
his professional career. 

Soon after leaving school, young Royle got a job 
in a woollen mill at a very small weekly wage. Just when 
he became interested in medical subjects I do not know, 
but even at this time he had in his possession an old 
“Quain’s Anatomy” and knew this subject as well as it 
could be known by intensive study from a text-book. He 
later became a really fine anatomist as far as clinical work 
went. About this time Sandow, the famous strong man, 

















came to Sydney and Royle went to see him at the Tivoli 
Theatre. Going to a theatre at all was an occasion for 
him in those days; but to see such muscular development 
and under such control was indeed an event. He at once 
set out to acquire and succeeded in acquiring control of 
individual muscles to an astonishing degree. As a medical 
student he was often asked to give demonstrations to the 
class. He could voluntarily contract any muscle. His 
most spectacular exhibition was to expand the costal 
cage with diaphragm and abdominals relaxed and then 
contract the two recti which stood out from the scaphoid 
abdominal wall like a bridge. Then he would relax one 
rectus and hold the other contracted and do this alter- 
nately with the two. I have never seen anyone else do 
this. This anatomical knowledge and _ extraordinary 
control of voluntary muscle contraction and relaxation 
were his before he became a medical student. 

From the woollen mill he moved nearer to his goal by 
taking a position in a physical culture establishment, 
and from this he entered the University of Sydney as a 
medical student. He had, as I said, made up his mind 
that he was going to do orthopedics, and the action of 
muscles particularly attracted him. When he was still 
a student he made a journey to Melbourne to discuss with 
MacKenzie some point on which Royle did not agree with 
his writing, and about which he could not rest without 
a personal talk and argument. Is it any wonder, then, 


.that he set up as soon as the law would allow in the 





specialty of his choice? Although money was pretty 
“tight” in the early days he did well from the start, and 
as we had got to know one another through the locum 
tenens work he had done for me, I became his anesthetist 
and got my first introduction to orthopedics. No one 
could work with a man so enthusiastic as he was without 
becoming interested. He was the only orthopedist on the 
staff at Lewisham Hospital and induced me to apply for 
the junior position, which it had been decided to create, 
and to which I succeeded. : 

In those days just after the first Great War it was 4 
stimulating experience to be associated with Royle. The 
longer I live and the more I see of other people’s work, 
the more I believe he was a very good, I would say almost 
a great, orthopedist. At first his operative technique was 
crude—remember at this time he had been a graduate 
for only a year or perhaps a little more; but he rapidly 
improved and became a good operator. Always his accurate 
knowledge of anatomy was evident. He was of an original 
turn of mind, and was never content to accept a state 
ment or principle as laid down by anyone else unless his 
own judgement or experience confirmed it. His trip to 
Melbourne to argue with MacKenzie while a student was 
an example of this trait. 

He was at this time keen on fracture work, and his 
plaster of Paris technique was very good indeed. He 
developed the three-piece plaster independently of other 
workers and had used it a lot before it was elsewhere 
written up. 7 

With his own extraordinary control of muscular action, 
it was natural that the problems of poliomyelitis and 
spastic paralysis should fascinate him. He was interested 
in and keen about the training of physical therapists, and 
the New South Wales branch of their association owes 
much to his enthusiasm. He was a great friend of Jobn 
Hunter, that extraordinary genius who became professor 
of anatomy at the University of Sydney at the early age 
of twenty-five years. Hunter often visited Royle, wh0 
lived next door to me, and the two would at times wander 
in for a “yarn”. My youngsters referred to Hunter as 
“the man who could kick the football so high’. Strange 
as it may seem, he could punt very well, although I 40 
not know when he learnt. He had had poliomyelitis in 
childhood. 

As may be imagined, the problems of the action of 
muscles and of spastic paralysis were often discussed 
between Hunter and Royle. A little later Hunter, whilst 
in Holland, saw some microscopic sections which appeared 
to show a double innervation of voluntary muscle. He 
at once thought of Royle and his problems, and no time 
was lost on his return in showing Royle the slides. 
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Royle’s excitement was intense, and he thought he saw 
his way to the relief of the condition in which he was 
so interested. Hunter was no less keen, and together they 
set to work to formulate a theory and organize a series 
of experiments to test it. Briefly the theory was that as 
the sympathetic system controlled and maintained postural 
tone, its overaction (or hypersympathicotonus) as in 
spastic paralysis should be relieved by removing as far as 
possible the sympathetic influence. First a really beautiful 
series of experiments was planned to check up on the 
postural tone. Time will allow only a mention to bring them 
to your memory. You will recall, or some of you will, the 
roosting fowl (wing posture), the seagull’s wing in flight 
and the hind legs of the goat. (I used to anzsthetize 
the goats, and how they did salivate!) These experiments 
were, as I said, beautiful, and appeared to confirm the 
theory. The decerebrate goat experiment reproduced the 
spastic condition required, and ramisection decreased 
the spasticity on the side subjected to operation. 


Excitement ran high, and now came the crucial test of | 


the operation on a man. A patient was chosen who had 
sustained a bullet wound of the cerebral cortex causing 
a spastic hemiplegia on one side and involvement of the 
lower limb on the opposite side. He had great difficulty 


in negotiating steps, and walked badly. He eagerly offered | 


to undergo the operations of cervical and lumbar rami- 


section which Royle and Hunter had devised; the experi- | 


mental nature of the operation was fully explained to him. 
The result was good. The man walked much more easily 
and could go up and down steps with comparative ease. 
After this partial realization of his dream, many patients 
were operated upon by Royle, and the results were 
encouraging in that almost all professed themselves 
improved. Mothers reported unexpected results, such as 


relief of constipation, improvement in speech, absence of | 


chilblains et cetera. 

This work of Royle and Hunter, although later not 
accepted in regard to the conception of control of postural 
tone, stimulated world-wide interest in the surgery of the 
sympathetic system and must rank high in the list of 
research work done by Australians. 

After the publication of the experimental work on 
animals and the case reports of human subjects submitted 
to operation, Royle and Hunter were invited to deliver 
the Murphy Oration in the United States of America. 
There they both contracted encephalitis, and Hunter died 
shortly afterwards in England, while Royle returned to 
Australia with his illness strong upon him. Dr. R. V. 
Graham, who accompanied him on that ill-fated journey, 
knows better than I the details of his illness and the 
anxieties of that return journey. His friends were 
appalled when they saw him on his return. From then 
on Royle gradually lost his grip. Mental and physical 
deterioration ended with his death from coronary disease 
three years ago. 

I esteemed Royle as a friend and admired him as an 
orthopedic surgeon. The example of his tireless energy 
in search of knowledge during that period of which I have 
tried to give a brief account is one which I hope may 
inspire some members of the Australian Orthopedic 
Association in the future. Very few men have the oppor- 
tunity or the natural gifts which render them suitable 
to engage in research, and perhaps in orthopedics more 
than in any other branch of surgery there is a tendency 
to follow traditional methods of treatment; but still one 
hopes to see much work of an original character done 
by members in the future. 

The future of the medical profession is clouded by 
uncertainties and doubts. We dread the thought that 
we may be subjected to bureaucratic control and that we 
May lose some of that freedom which is so dear to every- 
one, and particularly to doctors, who are accustomed to 
take responsibilities involving the making of vital 
decisions and to act accordingly without reference to any 
authority other than consultation with professional 
brothers. That this freedom to follow the dictates of 
one’s own conscience and judgement should be interfered 
with in the slightest degree is intolerable. It is not the 
function of this association to take part in the struggle 





for freedom, although members will no doubt be engaged 
as individuals and as members of the British Medical 
Association and their local associations. Whatever 
happens I think we must preserve the activities of the 
Australian Orthopedic Association as originally laid down 
in our constitution. I would urge members to attend 
the annual meeting wherever it is held, and to keep up 
the interest in their own States by the holding of 
quarterly or even monthly meetings devoted to ortho- 
pedic subjects and to the general advancement of know- 
ledge as it affects our own specialty. 

What I am driving at is this—that although there may 
be political questions of great moment fully engaging 
the attention of members, I urge you to try and preserve 
this association in its original form. Our work as medical 
men and as orthopedic surgeons is greater than the 
conditions under which that work is done, and we are in 
honour bound to continue to serve the community to the 
best of our ability. If we can give service in our specialty, 
and if some of us have the ability and the opportunity 
to engage in research, then those fortunates should make 
the most of their chances to produce some original work 
for the benefit of the community, to their own personal 
credit and to the honour of the Australian Orthopxdic 
Association. 


—titin, 
~ spe 





THE ROLE OF SPINAL FUSION IN ARTHROGENIC 
SCIATICA: A REVIEW OF 52 CASES.* 


By E. F. WEst, 
Adelaide. 


In this paper I wish to study the position which I 
consider the operation of spinal fusion holds in the treat- 
ment of that type of sciatica which is thought to be due 
to changes in the posterior intervertebral or apophyseal 
articulations of the lower lumbar segment of the spine, 
and to review a series of 52 patients so treated. 


I wish it to be understood from the outset that I am 
not dealing with herniation of disk material causing com- 
pression of a nerve root, the accepted treatment for which 
is, I take it, removal of this disk substance. It is not my 
practice to follow this by fusion, unless it is considered 
that the disk is so much damaged as to lead to instability 
and arthritic changes in the posterior joints. However, in 
the cases under review, as far as one could judge the 
Sciatic pain was not in any case due to herniation or to 
displacement of disk material. 

It is believed that in the arthrogenic type the sciatica 
is produced by irritation of the funicular segment of one 
or more nerve roots where these lie in close proximity 
to the arthritic apophyseal joints, with associated vascular 
changes of congestion and swelling. Swelling and redness 
of a nerve root have been seen at operation, and I have 
operated in cases in which no disk protrusion could be 
found and no disk material removed; but fusion has cured 
the condition. In one such case an apophyseal joint was 
removed, examination of the articular cartilage of which 
showed degenerative changes. 

The usual primary cause of this apophyseal arthritis 
is degeneration of the corresponding intervertebral disk. 
A disk undergoing such a change loses its stabilizing 
function, and thus strain is thrown upon the posterior 
joints, especially under the influence of body weight and 
movement. The periarticular structures of the apophyseal 
joints, including the capsular ligaments, are strained, with 
the production of vascular changes of swelling, which 
secondarily produces an irritative effect upon the 
neighbouring funiculus. 

As the disk further degenerates, the vertebral bodies 
approximate one another, throwing the apophyseal articula- 
tions into malalignment, so that progressive arthritic 
changes develop in them. 





1Read at the annual meeting of the Australian Orthopedic 
Association held on June 3, 4, 5, 6 and 7, 1947, at Melbourne. 
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The condition is frequently associated with spondylo- 
listhesis and thirteen of the patients under review showed 
this. In such cases the displacement may be only of a 
minor degree, but sufficient to affect the disk adversely 
and place strain upon the apophyseal joints, with the 
development of arthritic changes. In eleven of the present 
cases the listhesis occurred at the lumbo-sacral junction, 
and in two between the fourth and fifth lumbar vertebre. 


A clear-cut case of arthrogenic sciatica is easy to 
recognize. As would be expected, the condition occurs 
more commonly in the middle and later age groups than 
in younger groups. The average age of the patients 
operated upon in this series was forty-two years. Many 
older patients with this condition were examined, but not 
operated upon on account of their age. Three women aged 
over sixty years were operated upon, and they all did well. 
The lowest age was twenty-one years, there being two 
patients of this age. 

The affected patient has lumbo-sacral arthritis, as 
evidenced by chronic low back pain with limitation of 
movement. He has probably had this for some years, and 
then a sciatic pain develops. Excessive exercise aggravates 
the pain. Radiological examination reveals changes which 
will be described later. 

In many cases, however, the diagnosis is not so easy, 
and the decision whether the sciatic pain is due to com- 
pression of a nerve root by a kerniated nucleus pulposus 
or to irritation from apophyseal arthritis is difficult. I 
do not think too much reliance can be placed on the 
presence or absence of neurological signs, but well-defined 
signs are more constant in disk herniation. However, 
compression neuritis from herniation can occur with no 
neurological signs. In the herniation syndrome the patient 
is usually young and the X-ray changes are slight or 
absent; he exhibits the typical sciatic scoliosis et cetera. 


The important point is the recognition of the signs 
indicating apophyseal derangement, and here radiological 
examination helps. In a case of sciatica in which the 
fourth or lumbo-sacral disk space is much diminished, an 
arthrogenic origin should be immediately suspected. In 
this connexion it should be borne in mind that a thin 
lumbo-sacral disk is normal in cases of sacralization of 
the lowest lumbar vertebra. 

In the early stages of degeneration, the posterior part 
of the disk usually becomes narrow before the remainder. 
As the degeneration proceeds and the vertebral bodies 
approach one another, the upper body often appears to 
have become displaced slightly backwards, owing to the 
oblique plane of the apophyseal joints. The contiguous 
edges of the vertebral bodies may become sclerosed, and 
new bone formation may occur at the anterior borders. 
The malalignment and overriding of the apophyseal 
articular surfaces can sometimes be detected, and oblique 
views may show this’ up clearly. In advanced cases 


sclerosis of the bone of the articular processes and new 
bone formation are clearly seen. 





Treatment. 


Before operation is decided upon a period of observation 
and conservative treatment is tried, and all the patients 
under review have had this. As would be expected, 
immobilization, preferably in a plaster spica, usually 
relieves the backache and the sciatica. If the pain returns 
after the spica has been removed and activity resumed, 
operation is indicated. If one has any doubt about the 
origin of the sciatica, the patient is referred to a neuro- 
surgeon for opinion. Patients requiring laminectomy are 
transferred; but if it is thought that fusion may also be 
required, the neurosurgeon and orthopedic surgeon 
cooperate at the operation. Eleven of this series of 52 
patients have undergone laminectomy and exploration of 
the nerve roots. In six of these cases these procedures 
were followed by fusion at the same operation, and all 
patients were relieved of their sciatica, in only one case 
was herniation of disk material found. The five other 





patients had the fusion performed at a second operation. | them from doing fairly heavy work or housework. 


In two of these cases the disks appeared normal and were 
not soft. In one other a herniated nucleus pulposus was 
found; this patient’s sciatica recurred, but cleared up 
after the fusion. In the remaining two cases the disks 
were obviously degenerated and soft, but actual compres- 
sion of a nerve root was not found. 

I am aware that some authorities hold that by complete 
removal of the disk fusion between the bodies will be 
produced; but rightly or wrongly I consider that fusion 
by means of extraarticular grafts is desirable. I say this 
because I have seen recurrences in cases in which only 
the fifth lumbar vertebra and the sacrum were fused, 
this being due, I think, to the strain thrown on the fourth 
disk. Moreover, I do not think it has yet been proved 
that curettage of the disk produces sound fusion between 
the vertebral bodies, although fusion by such means has 
been produced in animals (Haas, 1946). 

Fusion from the second lumbar body to the sacrum is 
now carried out. This produces a sound fusion and leaves 
sufficient movement in the dorso-lumbar segment for the 
spine to function satisfactorily. Criticism may be levelled 
at this wide fusion; but I have known symptoms to follow 
limited fusions from arthritic changes above the graft. 


{_—— 


Figures II. 
Degenerated disk showing: 


strain thrown on apo- 
physeal joint. 





Figure I. 


Normal disk showing 
apophyseal joint. 


The various methods of fusion used fall into two groups. 
The first is by the use of tibial grafts, and this is the 
method favoured. In the majority of cases two curved 
tibial grafts have been used, shaped so as to fit the lumbo- 
sacral curve as accurately as possible. These are reinforced 
by spongy bone and fine shavings from the same source. 
In the others cancellous bone from the region of the 
posterior superior iliac spine and the posterior portion of 
the iliac crest has been used. This is cut up into small 
granules and pounded down onto the denuded laming 
and spinous processes. 

There have been 42 tibial grafts, eight iliac grafts, and 
two combined tibial and iliac grafts—a total of 52 grafts. 

My colleagues and I favour tibial grafts as producing 
the soundest fusion, and we have had a greater proportion 
of failures with iliac grafts. However, a point in favour 
of the latter is that the leg is not interfered with. 


Results. 


The 52 fusion operations were done by Mr. N. S. Gunning 
ana myself in conjunction during the last three years, 
except for two performed by the late Mr. L. O. Betts prior 
to this. All these patients had sciatica which was con- 
sidered to be arthrogenic in origin. Of these 52 patients, 
37 have been followed up, and more than eight months have 
elapsed since their operation. All these have been examined 
recently or have replied to questionnaires. 

The results are classed as good when the patient is 
completely relieved of all symptoms, or has what may be 
described as a tiredness of the back at the end of a day's 
work. Such patients are able to do the type of work they 
were doing prior to the onset of the illness. 

Results are classed as fair when the patients still have 
some disability, either backache or an occasional leg pail, 
or other symptoms such as coccydynia, which prevent 
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TABLE I, 
Results in 37 Cases in which More than Eight Months have Elapsed since Operation. 





Type of Graft. 


| 


Combined 





Tibial Graft. Iliac Graft, 


Fusion after 
Previous 


Laminectomy 
Laminectomy. 


Combined Tibial and Fusion. 


and Iliac Grafts. 





Good (26) 





Fair (7) 





Bad (4) 





Total (37) 


6 3 





Results are classed as bad when we consider that the 
operation has been a failure. 

Table I shows the results and also the type of operation 
the patients have had. 


There were therefore 26 cases in which the operation 

gave complete and lasting relief of symptoms. Among the 
seven fair results, only one man has any sciatica; in his 
case—one of the earlier cases—limited fusion between 
the fifth lumbar vertebra and the sacrum was performed 
by iliac bone. This patient is a farmer and does most of 
his work, but has occasional bouts of back pain and mild 
sciatica, which clear up with rest and the wearing of a 
brace. Two other patients, one treated -by tibial graft and 
the other by combined tibial and iliac graft, lost the 
greater part of their grafts through hematoma formation. 
However, they both appear to have sound fusion, although 
some back pain is still present. It appears as though 
ultimately their results will both be classed as good. One 
other man treated with tibial grafts has some pain at the 
upper limit of the grafted area; but he is doing full work 
which is of a light nature. He is comfortable when wearing 
a brace. One other patient is a very heavy man who still 
has some backache, but is able to do light work. One other 
patient, a woman with poor musculature, still complains 
of some back pain, but appears to have good fusion and 
has lost all her sciatica, 
severe. The remaining patient, also a woman, has lost all 
sciatica, which was severe before operation; but she has 
persistent coccydynia. The latter is an occasional com- 
plication after fusion operations, but usually clears up in 
a few months. 
_ Among the four failures, one woman died of paralytic 
ileus four days after operation. 
before operation was not particularly good, but the com- 
plication was unexpected. In the other three the fusion 
was done with iliac bone. 
has been absorbed and fusion has not occurred. One patient 
has since had a further operation, and practically no bone 
was found. The other is on the waiting list to be operated 
on again. The remaining patient appears to have good 
fusion both by clinical and by radiological examination— 
the latter including films taken with the patient standing 
in flexion and extension. He has lost his sciatica, but 
complains of pain which appears to originate in the area 
from which the iliac bone was taken. 


Summary. 


A case is put forward for the recognition of an arthro- | 
This is to be | 


genic origin of persistent sciatic pain. 
distinguished from that produced by herniation of disk 
material; but the two causes may coexist. 
treatment for ‘disk herniation producing intractable 
Sciatica is removal of the displaced disk material by 
modified laminectomy. This should be combined with or 


followed by fusion if apophyseal arthritis is present. If | 
on the other hand it appears that the sciatica is arthro- | 


genic in origin, and if it cannot be relieved by conservative | : 
factor also in the occurrence of these accidents is the 


measures, then I consider that fusion should be carried 
out without exploration of the nerve roots. 
cases in which fusion was required have been reviewed, 
the end results in 37 being given. 


which before operation was | 





| femur” 





The correct | 


Fifty-two | 
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TRAUMATIC DISLOCATIONS OF THE HIP. 


By D. W. L. Parker, M.B., Ch.M. (Sydney), M.Ch.Orth. 
(Liverpool), F.R.C.S. (Edinburgh), F.R.A.C.S., 


Hobart, Tasmania. 


Two years ago I was confronted with the problem of 
reducing a complicated posterior dislocation of the hip in 
which I was unable to flex the knee. I was able to reduce 
this by direct skeletal extension with pulleys, as will be 
described. I thought I had hit upon something new; but 
after a review of the literature I find that the principle 
is old and that in 1823 Sir Astley Cooper reduced a “hip 
luxation with an ipsilateral fracture of the shaft of the 
by pulley extension. The ease of reduction 


Her general condition | encouraged me to persist with the method, and I have had 


two cases since then in which dislocations were successfully 
and easily reduced. In surveying the literature one is 


ia tue Ot thee cones the bene | struck with the rarity of the condition. 


Traumatic dislocations of the hip are rare and have 
been estimated to number between 2% and 5% of all dis- 
locations. There is no doubt that the injury has become 
more frequent in recent years. The increase is directly 
attributable to the increase in the number of road 
accidents. 

The force required to cause the dislocation is of neces- 
sity great; but the actual position of the limb at the time 
of the application of this force is all-important and 
determines the type of dislocation sustained and the final 
position assumed by the head of the femur after it leaves 
its socket. 

Posterior Dislocation. 

The posterior dislocation is seven times more common 
than the anterior. 

When the hip is flexed and adducted, as when the subject 
is in a sitting position, a force applied to the long axis 
of the femur will drive the head of the femur towards 
the inferior and posterior part of the capsule of the joint, 
its weakest part. Dislocation either takes place alone or 
is accompanied by a fracture of the acetabular rim. A 


suddenness of the onset; either any reflex muscle action 





1Read at the annual meeting of the Australian Orthopedic 
Association held on June 3, 4, 5, 6 and 7, 1947, at Melbourne. 
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to prevent the dislocation does not take place in time, or 
the position of the limb at the time prevents the full 
mechanical actions of these muscles. Thus the iliopsoas 
could possibly strongly prevent the movement of the hip 
backwards; but when the patient is seated as in a motor-car 
this muscle would be at a very great mechanical dis- 
advantage. 

One of the commonest causes of the posterior dislocation 
is a motor-car accident. The car is brought to a sudden 
stop and the knee strikes the dashboard or back of the front 
seat and this provides the force required to produce a 
dislocation. 

Funsten, Kinser and Frankel reported a series of twenty 
cases and termed the condition “dashboard dislocation of 
the hip”. Thirteen of these twenty patients were injured 
while riding as passengers in a motor-car, and in ten of 
these thirteen the right hip was dislocated. Should the 
leg be crossed over its fellow at the time of impact, the 
position with greater flexion and adduction will tend to 
favour pure dislocation. On the other hand, when a hip 
is in the normal sitting position, the head of the femur 
in. its backward thrust is more likely to produce a com- 
plicated dislocation and part of the posterior acetabular 
rim is likely to be detached. 

The posterior dislocations are further classified into 
high iliac or low and sciatic dislocations according to the 
position of the head of the femur above or below the 
obturator internus tendon. 

. The external signs are characteristic. The limb is 
flexed, adducted and internally rotated, and shortening 
is present. Movements are possible in the range of 
flexion, adduction and internal rotation, but difficult in 
abduction and in external rotation. This position of the 
limb is dependent upon an intact Bigelow’s ligament. 
Should this be ruptured, then the limb will be externally 
rotated. 

Anterior Dislocations. 

Anterior dislocations are uncommon and are caused by 
forceful and extreme abduction of the leg with external 
rotation. The head of the femur is thus prised out of its 
socket. 

There are two varieties according to the position which 
the head of the femur finally assumes—the high or pubic 
type, in which the head rests on the pubis, and the lower 
obturator type, in which the head rests in the obturator 
foramen. A case has been reported in which the head 
took up a position in the scrotum. When Bigelow’s liga- 
ment is intact, the position assumed is characteristic. The 
leg is abducted and externally rotated. There is some real 
shortening, but apparent lengthening of the limb. 


Methods of Reduction. 

Methods of reduction which have been described for 
posterior dislocations are as follows. 

Bigelow’s method is essentially manipulative in 
character. The hip is flexed and the thigh is adducted and 
internally rotated—that is, the initial deformity is 
increased. Traction is then exerted upwards and the leg 
is slowly circumducted—that is, it is externally rotated. 
and extended. With this manceuvre there is a possibility 
that unless sufficient traction upward is maintained, the 
head will not enter the socket, but merely rotate round 
the acetabular rim. When I was a post-graduate student 
at Liverpool, this difficulty was ably demonstrated by Dr. 
Armour at the Royal Southern Hospital. A patient had 
been admitted with a posterior dislocation of the hip, and 
Dr. Armour demonstrated that unless the head was lifted 
upwards and forwards it merely rotated round the rim of 
the acetabulum, and that an upward lift with the Bigelow’s 
mancuvre immediately effected reduction. 

Watson-Jones stresses this fact, and shows an X-ray 
picture in which good reduction appears to have been 
effected, when in fact the head is lying posteriorly to the 
acetabulum with its X-ray shadow superimposed upon that 
of the acetabulum. Watson-Jones advocates fiexing the 
hip, rotating the leg into neutral position and lifting 
the head into the acetabulum by traction. 

Allis’s method is essentially that of traction and counter- 
traction. The patient is firmly strapped down, the thigh 





and leg are flexed to 90°, and strong traction is exerted 
on the thigh above the knee. 

Boéhler modifies this movement slightly; he places a 
towel around the thigh above the knee and loops this 
around his neck. The operator is in a kneeling position, 
with one knee in the popliteal space of the dislocated 
limb. Strong traction can then be exerted by straightening 
the back, and further leverage by pressing the foot down, 
the leverage being obtained over the knee in the popliteal 
space. Bodhler reports complete success in all cases of 
both posterior and anterior dislocations of the hip by this 
method. 

Stimson’s method is reported as giving rise to the least 
trauma to the surrounding tissues. The patient is placed 
in a prone position with both legs projecting beyond the 
edge of the table, one being held by an assistant. The 
affected leg is aliowed to hang down. In this position—that 
is, about 90° of flexion at the thigh—traction is made 
with rotation of the limb, and this, it is reported, will often 
effect reduction. 

Martin, of Casablanca, in reporting 27 cases of traumatic 
dislocation of the hip, describes a modification of Dupré’s 
method of reduction reported 100 years ago. He stresses 
the importance of full internal rotation. The manceuvre 
consists of upward bending, full inward rotation, abduction 
and lowering; the whole manipulation is carried out 
without any undue force and is essentially a gentle 
maneuvre. Spinal anesthesia is used. 

The extension method is described by Rose and Carless 
to be used for the difficult dislocation which resists all 
other methods. Pulleys are used and a direct pull is taken 
in the line of the deformity of the lower limb; the pull is 
kept up till the head is pulled down to the acetabulum, 
and the limb is externally rotated to effect reduction. 

The pulley method of extension was also used by Sir 
Astley Cooper in 1823 to effect reduction of a dislocated 
hip with a fracture of the shaft of the femur. Five weeks 
after the accident the fracture had united, and after half 
an hour of unremitting traction the dislocation was 
reduced. 

In 1833 Bloxham reduced a pubic luxation by pulley 
extension to the roof, and direct pressure was maintained 
over the femoral head. The thigh here was flexed to 90°. 

In discussion of the methods employed to reduce a 
posterior dislocation, there would appear to be essentially 
two schools of thought: (i) the advocates of the reduction 
by manipulation—for example, Bigelow’s method; (ii) the 
school which advocates reduction by traction and counter- 
traction, Béhler’s method being probably the best known. 
In all these methods the thigh is flexed to 90°. 

William Walker, of New York, writing on traumatic 
dislocations of the hip, makes the following statement: 
“In all methods of reduction flexion of the thigh to about 
90° in order to bring the head opposite the tear in the 
capsule is an essential point.” 


Central Dislocation of the Hip. 

Central dislocation of the hip occurs as a result of 
direct violence applied to the great trochanter. The 
head of the femur is forced into the acetabular floor, which 
may be grossly comminuted, or the whole floor may be 
displaced inwards and the components of the acetabulum 
separated. Reduction of the head of the femur is effected 
by skeletal traction, but the acetabular floor still may not 
follow the head and may require operative reduction to 
restore alignment. 

The damage that is done to the acetabulum in these 
cases results in early arthritic changes in the hip joint, 
and the end result of these is that the patient is left with 
very reduced and painful movement of the hip joint and 
may require an arthrodesis later. 


Complications of Dislocations of the Hip. 
Detachment of Part of the Acetabular Rim. 
Detachment of part of the acetabular rim may not 
prevent immediate reduction of the dislocation, and the 


fragments after reduction will assume a position clear of 
the joint space. On the other hand, the fragment may be 


displaced into the joint cavity and cause difficulty i2 
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reduction, and it may also cause redislocation of the hip 
after it has been reduced. 

Platt reports a case in which the dislocation had been 
reduced nineteen days previously, but movements of the 
hip were limited and also painful. An acetabular frag- 
ment was in the hip joint, and removal of this by operation 
restored full range of movement of the hip joint. 

Griesemer reports a case of comminuted fracture of the 
shaft of the femur and posterior dislocation of the left 
hip with a fracture in the region of the acetabulum. After 
three attempts at closed reduction, open operation was 
necessary to replace the head, and it was found that the 
=" fragment was preventing reduction of the hip 
joint. 


Luzations of the Hip with Fractures of the Femur. 
Two cases of luxations of the hip with fractures of the 
femur were reported by Arnold K. Henry and M. Bayumi, 
of Cairo, and the whole literature of these conditions was 
reviewed in a masterly manner, Their cases were as 
follows: (i) luxation of the hip and fractures of the shaft 
of the ipsilateral femur; (ii) luxation of the hip with 
fracture of the neck of the ipsilateral femur. In reviewing 
the full literature, these workers classify the fractures of 
the femur into fractures of the head, fractures of the 
neck, fractures of the shaft. In the first series (fractures 
of the head associated with dislocation of the hip joint) 
manipulation is advocated first, and operation is reserved 
for cases in which this fails. In the case of fractures of 
the neck of the femur associated with dislocation of the 
hip joint each case must be viewed on its own merits. 
Thus the age and the general physical condition of the 
patient and the degree of detachment of the head must all 
be considered. In their own case (Henry and Bayumi), as 
the head was widely separated, they excised the head and 
placed the femoral neck in the acetabulum. In the last 
series (fracture of the shaft of the femur associated with 
dislocation of the hip joint) it would appear that the 
correct treatment is to attempt reduction by manipulation 
almost immediately. 
Sir Astley Cooper allowed five weeks to elapse, then 
reduced the dislocation by pulley extension. 
The hip was dislocated on the dorsum and the same 
thigh broken about the middle of the bone. As the 


reduction of the hip was, of course, impracticable, the 
thigh was bound up in the usual manner and treated 


without any reference to the dislocation of the joint, 
with the hope that, when the thigh bone was reunited, 


the hip might possibly be reduced. At the end of five 


weeks, the bone appearing tolerably firm, I had a very 
careful and unremitting extension made by pulleys, 


and in less than half and hour had the satisfaction of 


feeling the head of the bone re-enter the socket. .. . 
The patient became so upright as to show scarcely any 


signs of lameness afterwards. 
In their own case, Henry and Bayumi resorted to open 
operation immediately. 
Twenty-one cases of surgical fracture of the femur as 
a@ result of manipulation to reduce a dislocation of the 


hip are reported. They comprise one fracture of the head, 
eighteen fractures of the neck and three fractures of the 


shaft. The time of the manipulation varied from twenty- 
four days to one year after injury. 

It would seem that manipulation in the late case is not 
Without its risks. 


Involvement of the Sciatic Nerve. 
The sciatic nerve may be injured as a result of immediate 
trauma from the posterior displacement of the head of 


the femur. It also may be involved in scar tissue and in 
the formation of myositis ossificans of the posterior aspect 


of the joint. Platt reports examples of both types of cases, 


Formation of Myositis Ossificans. 

Myositis ossificans is always likely to take place as a 
result of a dislocation of the hip joint. The etiology is 
Much the same as the occurrence of the same condition 

the region of the elbow joint after a dislocation of 
that joint. Delay in the reduction of a dislocation would 
be a Predisposing factor in the onset of this condition. 





Aseptic Necrosis of the Femoral Head. 

The head of the femur receives its blood supply from 
the ligamentum teres. This is ruptured in all dislocations 
of the hip joint. Further blood supplies are obtained from 
blood -vessels which enter the femoral neck from the joint 
capsule. The great majority of these are likely to be torn 
as a result of the injury sustained at the time of the 
dislocation. The head of the femur is thus deprived of a 
great part of its blood supply and suffers aseptic necrosis. 

In the past, pain and restriction of movement have 
been regarded as due to arthritis of that joint; but there 
is no doubt that the cause of such arthritis has been the 
degeneration of the cartilage of the femoral head. It 
would therefore seem that all patients with dislocations 
of the femoral head should, when allowed to bear weight, 
be provided with a walking caliper to take all weight off 
the head of the femur and have the condition checked 
up radiologically. It would seem that this caliper should 
be worn until such time as the head has become 
revascularized. 

William Walker, of New York, in writing on traumatic 
dislocations of the hip joint, stresses the necessity to be on 
guard against the occurrence of this condition, and 
advocates gentleness of manipulative reduction to minimize 
vascular damage. 

Funsten, Kinser and Frankel, in a series of twenty 
cases, report the onset of this complication in six cases. 

Kleinburg advocates the wearing of a caliper for a year. 

I believe, however, that each patient should wear a 
caliper on weight ;,bearing and be radiologically checked 
for the onset of aseptic necrosis. Of the patients whom 
I have been able to follow up, one patient with a posterior 
dislocation of the hip which I reduced twelve years ago 
reported about eighteen months afterwards with severe 
arthritis of the hip. Of the three patients whom I have 
reviewed, one up to the present shows no signs either 
clinically or radiologically six months after reduction of 
the dislocation. The other patient is following his occupa- 
tion, and as far as I know has no crippling arthritis 
three years after reduction. 


Treatment of Old Dislocations. 
L. J. Miltner and F. E. Wan, of Pekin, report sixteen 
cases of old traumatic dislocations of the hip. They 
advocate preliminary skeletal traction. A Steinmann pin 


is placed through the lower end of the femur, and traction 
is exerted upon the femur until such time as the femoral 


head has come down to the level of the acetabulum. 
Open reduction is then carried out to reduce the head of 
the femur. 


These workers report good post-operative results up to 
three months and one excellent result was reported after 
twelve months. They state that closed manipulation is 
likely to be successful up to about eight to ten weeks 
after injury; but after that the acetabulum becomes filled 


with fibrous tissue and an open operation is essential to 
restore the head into the socket. They also stress the fact 


that skeletal traction is necessary beforehand to bring 
the head down opposite the acetabular margin. 

It must be stressed that any manipulation carried out 
to reduce a dislocation of some standing is a difficult 
procedure and carries with it the risk of fracture of the 
head, neck or shaft of the femur. In addition a good deal 
of bruising .and trauma to the soft tissues generally 
occurs. 

Dislocations of the Hip Accompanied by Other Injuries. 

Many patients with dislocations of the hips are suffering 
severely from shock and have other injuries. 

Griesemer, in reporting four cases of complicated 
traumatic dislocation of the hip with severe shock from 
other injuries, states that immediate reduction was not 
possible. In the first case Russell traction was employed, 
and this effected reduction within a week. In the second 
case, after failure to effect reduction by manipulative 
measures and Russell traction, skeletal traction was 
applied through the lower third of the femur. Reduction 
was effected under anesthesia by a strong traction, the 
leg being manipulated into wide abduction. 
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The third case reported was that of a patient injured 
in a road accident; he had severe shock and a posterior 
dislocation of the hip with marked displacement, combined 
with extensive fracture of the acetabulum and ilium. 
Reduction was effected by strong traction, abduction and 
internal rotation some days later. No details are given 
of how the traction was applied, nor is it stated whether 
the hip was flexed. 


Reports of Three Cases. 

The following are three cases in which dislocations of 
the hip accompanied by other injuries were treated by 
skeletal traction with pulley extension. 

The first patient admitted to hospital was a professional 
trick motor-cyclist. His principal “turn” was to ride round 
a cage in which he was horizontal to the floor, being held to 
the track by the centrifugal force of his speed. He sustained 
an accident and was admitted to hospital in a state of severe 
shock. . Immediate measures were taken to overcome his 
shock. He had a severe comminuted compound fracture of 
his patella with a good deal of skin loss, the joint cavity 
being widely exposed. At that time the fracture-dislocation 
of his hip was not recognized; but the force which produced 
the compound fracture of the patella also gave rise to a 
posterior dislocation of the hip with detachment of the 
acetabular rim. It is interesting to note that the direction 
of thrust backwards was such that it produced the acetabular 
fracture plus the dislocation. 

After his recovery from the immediate shock, the patient 
was taken to the operating theatre, where his clothes were 
cut off; the compound fracture of the patella was dealt 
with by excision of the fragments and suture of the 
quadriceps to the patellar ligament. The skin wound was 
closed. At the conclusion of the operation, when the leg 
had been splinted, it was noticed that there was some 
abnormality at the hip joint and a dislocation was recognized. 
Any of the known manipulative measures to reduce the 
dislocation would have involved flexion of the knee; this, 
of course, would have ruptured the recently sutured 
quadriceps and the patellar ligament. The patient’s con- 
dition was not good, and it was thought that no immediate 
attempt should be made to reduce the dislocation. A 
Steinmann pin was placed in the lower end of the tibia and 
extension was applied. This brought the head of the femur 
down in a few days, but it did not enter the acetabulum. 
later strong traction was exerted on the 


Several days 
stirrup. This was carried out by means of two pulley 
blocks. The patient was on a Hawley’s table, which was 


firmly fixed so that it could not move. The perineal 
upright bar of the Hawley’s table thus became the point of 
counter-thrust. One block of two pulleys was affixed to 
the wall, another block of two pulleys was affixed to the 
Steinmann stirrup, and traction was exerted. The head of 
the femur could then be pulled down with the greatest of 
ease, and on external rotation of the head it was found to 
click into the acetabulum. The ease of the reduction was 
surprising. X-ray examination revealed that the head was 
in good position with the acetabular fragment lying above 
the joint. 

This patient made an uninterrupted recovery from the 
fracture of his patella and regained the full movement of 
his knee joint. Some four months later he resumed his 
previous occupation as a professional trick motor-cyclist 
and performed the same professional turn again. I have 
just learnt he has been performing recently in Adelaide. 

The second patient was a man who had sustained a 
motor-truck accident; he entered hospital in a state of 
severe shock and passing blood per urethram. X-ray 
examination showed that he had a fracture of the pelvis 
and also a posterior dislocation of his hip. It was considered 
that the blood was coming from a contusion injury to his 
kidney. At that time the bladder was considered not to be 
injured. In view of the shock nothing was done until the 
following morning, when the patient still exhibited some 
signs of shock. It was thought that reduction of the hip 
dislocation would probably aid him, and the same manceuvre 
as in the first case was again carried out; the ease of 
reduction was again surprising. ‘‘Pentothal’’ was used as 
an anesthetic. A good pull on the pulley ropes brought the 
head down to the acetabulum, and external rotation of the 
leg reduced the condition. Unfortunately, however, his 


general condition did not improve, and it was then evident 
that he had some intraabdominal injury, and this proved to 
be an intraperitoneal rupture of the bladder. 
died as a result of this complication. 

The third case in which this manceuvre was carried out 
was that of a man who had fallen from a train while it was 
in motion and sustained a dislocation of the hip with 


The patient 














detachment of the superior part of the acetabular rim. He 
was treated by his local doctor and manipulation was carried 
out. The doctor stated that he felt that he had reduced the 
hip dislocation, but that it had slipped out. No traction 
was applied, but the patient was immobilized in bed. When 
he was examined three weeks later, the patient had an 
unreduced posterior dislocation of the hip, the acetabular 
fragment being detached. It was thought that before open 
operation was carried out a trial of manipulative treatment 
should be given to this patient. Again a similar manceuvre 
to the previous two cases was carried out, and here also 
reduction was ridiculously easy. The head pulled down 
easily, and external rotation of the leg as a whole reduced 


the head into its socket. ; 
Summary. 

1. Traumatic dislocations of the hip and their complica- 
tions are discussed. 

2. A method of immediate reduction by means of skeletal 
traction and block and tackle is described. It is thought 
that application of this method may have a wide range 
of usefulness in reducing difficult and complicated dis- 
locations of the hip, especially those of long standing at 


the time of operation. 

3. It is considered that a similar mancuvre could be 
adopted for old dislocations of the head of the humerus. 

4. The literature relating to traumatic dislocations of 
the hip is reviewed. 
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Tue following is a description of a technique for 
arthroplasty of the elbow joint. 

A vertical skin incision, six inches long, centred at the 
elbow, is made in the mid-line. Two vertical incisions 
are now made through the soft tissues down to the bone. 
The first incision is through the triceps on the medial 
side of its tendon, which is left intact, across the joint and 
down the medial side of the posterior surface of the 
olecranon. The second incision is through the triceps 
on the lateral side of its tendon, which is left intact, 
across the joint and down the lateral side of the posterior 
surface of the olecranon. 

Commencing with the medial incision, the soft tissues 
are dissected off the bones to the medial border of the 





1 Read at the annual meeting of the Australian Orthopedic 
Association held on June 3, 4, 5, 6 and 7, 1947, at Melbourne 
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humerus, the epicondyle and the ulna until an elevator 
retractor can be inserted anterior to the humerus and the 
whole mass retracted inwards and forwards. This leaves 
the medial aspect of the joint free. A similar dissection 
follows on the lateral side, extensive enough to expose 
the head and neck of the radius, from which a second 


elevator retracts the soft tissues. The head and neck of 


radius are now removed by forceps. 
On the medial side of the joint, a bone gouge of 
appropriate size and shape to semi-encircle the contour of 


the joint surface | 


of the lower end 
of the humerus 
is driven hori- 
zontally through 
the joint, pos- 
teriorly. From 
the same aspect 
a second drive 
with the gouge 
is made on the 
anterior side, 
the encirclement is completed, and the humeral and ulnar 
elements of the arthrodesed joint are freed. 

Again from the medial side, the anterior and posterior 
surfaces of the articular portion of the humerus are 
removed by osteotome in such a way as to leave them 
flush with the flat surface of the humerus just above the 
fosse. 

The concave articular surface of the ulna is now enlarged 
with a bone gouge, care being taken to preserve the 
insertions of triceps and brachialis tendons. 

The extent of removal of bone is shown in Figure II. 

Three or four small drill holes are made through the 
lower end of the humerus in a horizontal line about one 
inch from the end. 

The sac of a moderate sized hydrocele, freshly removed 
in an adjoining operating theatre from a suitable patient 
who fails to react to the Wassermann test, has no malaria, 
and is preferably of identical blood grouping, is drawn 
over the lower end of the humerus like a cap, with its 
peritoneal sur- 
face (which is 
intended to act 
as the synovium 
of the new 
joint) outermost. 
It is then firmly 
sutured into 
Place with 
chromicized gut 
sutures passed 
through it and 
the drill holes 
in the humerus. 

The sacs 
chosen for use 
in these cases 
were from 
chronic or recur- 
rent hydroceles 
and had walls 
one-eighth of an 
inch thick. Presumably a chronic hernial sac would 
answer just as well. 

After the introduction of penicillin with or without 
sulphanilamide powder into the full extent of the opera- 
tion field, the new joint is brought to the position of right- 
angle flexion and neutral rotation and the muscles are 
sutured into place. The limb is encased in plaster in this 
Position until the removal of sutures ten to fourteen days 
later, Muscle contractions in the plaster cast are 
encouraged from the first. Pre-operative and post-operative 
Penicillin is given intramuscularly before and after opera- 
tion. On removal of the plaster, graded active movements 
and exercises are commenced. 

Although this paper is based on only two cases, it is 
thought that the results justify publication and warrant 
further employment of the technique. The patients were 
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Ficurp I. 
The two incisions. 


Figure II. 
Extent of removal of bone. 








two young soldiers with elbows ankylosed as a result of 
war wounds. No sepsis followed the operations, which 
were performed in 1944, and six months after operation 
the joints had about 60% of normal flexion, extension and 
rotation move- 
ments without 
pain, with no 
instability what- 
ever, and 
with  consider- 
able power. 

The following 
points in tech- 
nique call for 
emphasis: 

1. Careful 
asepsis is es- 
sential. 

2. The extent 
and method of 
bone’ _—i resection 
give the new 
joint excellent 
stability, which 
some older 
methods do not. 

3. Preservation of the attachments of the triceps and 
trachialis tendons gives one a long handicap in the early 
recovery of active muscular control of movement. 

4, It is surmised that a peritoneal graft into a joint may 
be an adequate substitute for a lost synovial membrane. 


Ficures IIl. 
The method of using the hydrocele sac. 


iti 
—o 


POLIOMYELITIS IN PREVENTIVE ORTHOPADDICS.' 





By JEAN MACNAMARA, 
Melbourne. 


As infantile paralysis is a major cause of crippling in 
Australia, every aspect of the disease or diseases known 
as poliomyelitis merits consideration by the people who 
realize the consequences more than any other section of 
the community, orthopedic surgeons. The two aspects 
I would discuss are (i) serum therapy in poliomyelitis, 
and (ii) epidemiological and research work in Australia. 


Serum Therapy in Poliomyelitis. 

For the decade prior to 1924, serum prepared from the 
blood of persons paralysed by poliomyelitis had been used 
for ‘treatment of patients whose condition had been 
diagnosed in the preparalytic stage, by Netter in France, 
by Draper,” Amoss and Chesney™ in the United States, 
and by Robertson” in New Zealand. In 1924 two children 
were admitted to the Children’s Hospital, Melbourne. The 
clinical diagnosis of preparalytic poliomyelitis was made 
and confirmed by examination of the cerebro-spinal fluid. 
Both children developed’ severe and extensive paralysis 
within the next few days. It was decided therefore to 
obtain a stock of serum to use in Victoria. Dr. F. G. 
Morgan,” of the Commonwealth Serum Laboratories, 
evolved a method of preparation which incidentally 
years later made the storage of serum for the blood bank 
an easier task. It was shown that adequate supplies 
could be obtained, and that poliomyelitis could be diagnosed 
clinically with reasonable certainty in the preparalytic 
stage and the diagnosis confirmed by cerebro-spinal fluid 
findings. 

By 1930 we had learnt that large doses were needed, 
that delay between lumbar puncture and administration 
of serum should be avoided, and that a careful watch 
should be kept to ensure that, if the response of improve- 
ment in the clinical condition was not pronounced, a 
second dose should be administered. In the epidemic of 
1930-1931 76 patients were treated in the preparalytic stage, 
after confirmation of the diagnosis had been made by 





1Read at the annual meeting of the Australian Orthopedic 
Association held on June 3, 4, 5, 6 and 7, 1947, at Melbourne. 














718 


THE MEDICAL JOURNAL OF AUSTRALIA. 








DrceMBER 13, 1947. 

















examination of the cerebro-spinal fluid. Of these, none 
died; thirty developed paralysis with muscle power of the 
degrees “good” and “fair”, which cleared up completely 
with after-care; four developed paralysis with muscle 
power of the degree “poor” (trace or absent in a few 
muscle groups); and in 42 no weakness could be detected. 
The muscle power was graded by Harvard Committee 
Standards. 

While it was realized that there were no means of 
knowing the degree of paralysis which would have occurred 
had serum been withheld, the rapid improvement in the 
patients’ general condition following an adequate dose of 
serum led to the conclusion that in serum therapy we had 
a weapon of value in promoting prompt recovery and in 
lessening the incidence and degree of paralysis. 

In 1932 serum therapy received two set-backs. The first 
was the publication by Hurst and Fairbrother™ of the 
results of their experimental work on the passage of the 
virus in the Macacus rhesus. Three strains of virus were 
used, all of them adapted to monkey nervous tissue by 
repeated passage for several years. This work attracted 
attention, for it was a careful, painstaking study. 
Fairbrother and Hurst were careful to point out that, in 
the light of their findings, they could only suggest, without 
categorically stating, that the probable course of the human 
infection might resemble that in their monkeys. In these 
animals, after intracerebral inoculation, the axonal spread 
of virus was evident, and virus was early found in the 
nerve cells. Fairbrother and Hurst suggested that the 
naso-pharynx was the portal of entry. Unfortunately their 
findings were hailed as clear-cut proof that in the human 
disease the virus spread by axones along the olfactory 
nerve and was in the nerve cells in the earliest stage of 
illness. 

A note of warning was sounded by veterinarians. 
Gordon and his co-workers, investigating a similar virus 
disease in sheep in Scotland (louping ill), pointed out 
that had they argued from analogy of the experimental 
louping ill induced in monkeys and in mice, the conclusions 
that the virus behaved similarly in its natural host (the 
sheep) would have been completely wrong, for louping 
ill in sheep is a general systemic disease with only 
occasional involvement of the nervous system, whereas 
in monkeys and mice the virus becomes neurotropic. 

The warnings of the Moredun workers were disregarded, 
as were the protests of clinicians who could not reconcile 
the symptoms which precede paralysis with the theory that 
the virus was in the nerve cell in the incubation period. 
Nor did the theory of olfactory tract, bulb, nerve cell 
sequence explain the changes noted in the ileum and the 
mesenteric glands of children who died soon after becoming 
paralysed. This false assumption—.inat the work of 
Fairbrother and Hurst with the Macacus rhesus had 
delineated the path in man—was the strongest “scientific” 
argument advanced against serum therapy, and arising 
from it was the era of instillation of zinc sulphate solution 
into the nostrils. 

Since 1935 there has been more field work, more study 
of the human disease, and monkeys other than the Macacus 
rhesus have been used—the cynomologus and_ the 
chimpanzee. Work with the cynomologus especially has 
focused attention on the alimentary tract, and Sabin,” 
by demonstrating that the virus in the human can be 
found post mortem in the intestinal wall, has_ set 
Fairbrother and Hurst’s work into its proper perspective— 
interesting in demonstrating how a virus can adapt itself 
in a laboratory animal, but not necessarily relevant to the 
study of human poliomyelitis.“» We do not hear nowadays, 
as we did in 1937, that the virus is in the nerve cells at 
the onset of general symptoms. It has been shown 
repeatedly that all strains of virus are not identical ; 0% ¢»a» 
their action varies in different strains of monkeys. They 
differ in virulence and in their power to evoke immunity 
against themselves and each other. In the light of this 
knowledge, the second set-back to serum therapy can be 
reviewed—Park’s™ so-called controlled series of patients 
treated with and without serum. In The Lancet,“ 
December 17, 1932, details of this series are given—the 
_ arbitrary dose of serum (often only thirty millilitres 
intramuscularly), the long delays between diagnosis and 








administration of serum, the method by which the so-called 
controls were gathered up later. These criticisms were 
regarded as just and fair by Dr. Linsley Williams,“ 
chairman of the Committee of Poliomyelitis for 1931 of the 
New York Academy of Medicine. But even if Park’s 
serum had been carefully prepared from donors known 
to have had poliomyelitis—even if his tiny doses had 
been larger, the delays less—all that his results merited 
was the conclusion that the serum he was using, given in 
the doses that he was giving, made no difference against 
the virus active in New York City in 1931. We have 
since 1925 had in Victoria nine epidemics; eight have 
been of one type, type A; one, that of 1937-1938 (type H), 
was different. 

In June, 1937, it was obvious“? from the second week 
that infection spread by human contact, whereas in the 
eight epidemics of type A this theory had nothing to prove 
it and little to suggest it. There were other differences 
in 1937—the high incidence of bulbar and _ respiratory 
muscle involvement, the flushed face, the circumoral 
pallor, the red throat. 

When one studies the literature of poliomyelitis, it is 
evident that outbreaks of our 1937-1938 (type H) disease 
have occurred in various parts of the world—in New York 
in 1916 and 1931, in Singapore and Chicago recently. 
Workers whose sole experience has been with this type 
of epidemic can naturally see no other explanation than 
that of human carriage. On the other hand, there are 
certain localities, such as Victoria, Tasmania, Vermont, 
Sweden, in which epidemics of type A disease have 
recurred. In the intervals between epidemics in these areas, 
the disease has been rural rather than urban. I would 
suggest that the knowledge of the etiology and epidemiology 
of the disease or diseases known as poliomyelitis would be 
hastened if the two types were regarded as being due to 
two distinct infecting agents, and if people gave up trying 
to find a common explanation for both types. 

It is not reasonable to expect serum prepared from 
donors paralysed in the infectivé type H epidemics to be 
effective against the virus of our common type A epidemics, 
or vice versa. From 1925 to 1931 in Victoria, when the 
results of serum therapy were good, the serum used had 
been prepared from donors paralysed in an epidemic of 
the same type A. The Victorian Division of the Australian 
Red Cross Society has, with the cooperation of the 
Commonwealth Serum Laboratories, prepared a stock of 
serum from donors paralysed in the type A epidemic of 
1945-1946, and we hope to obtain a similar stock from 
1937-1938 donors in case the infective type H epidemic 
should recur. 

In the 1930’s statistical proof of the value of serum 
therapy was demanded, though statisticians pointed out 
that at least 10,000 cases would be required to constitute 
a controlled experiment, in order to take care of the 
variables of individual resistance, of degree of infection, 
of dosage and potency of serum used, and of the time of 
its administration. So much has happened in the past 
twelve years to cast doubt on the value of the cloistered 
research work of the previous decade that it has to 
admitted that the knowledge of human poliomyelitis is 
far from complete. Until it is complete, it would be wise 
to revert to the attitude of Hugh Owen Thomas, wh? | 
regarded his patient as a besieged city that he was striving i 
to relieve by every promising means. I suggest that F 
orthopedic surgeons should ask clinicians whether the j 
giving up of serum therapy was not ill-considered ant [ 
premature, since recent knowledge has shown that the | 
two main arguments used against it are no longer valid. | 
If serum is prepared, the cooperation of orthopedists 2 
providing donors should guarantee that serum is preparel | 
from the blood of persons who have had poliomyelitis, | 
and prevent inclusion of the serum of persons crippled J 
by other diseases or of unaffected adults. The attitude i 
that serum of any adult would do and that care in verifyilé 
the donor’s statement was unnecessary was the third set: E 
back to the use of human immune serum in the thirties [7 













































































Epidemiological and Research Work. 
As far as I have been able to ascertain, little researt! 





or epidemiological work on poliomyelitis is being under 
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ILLUSTRATIONS TO THE ARTICLE BY Dr. MURRAY CLARKE. 


Figure III. Figure IV. 


ILLUSTRATIONS TO THE ARTICLE BY Dr. NORMAN WYNDHAM. 


FIGureE 1. Figure II. 
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taken in Australia at present. There is an attitude of 
apathy, of waiting for workers in the United States of 
America to find the answer for us; yet the cases which 
occur on isolated farms in Victoria and Tasmania in the 
intervals between epidemics offer the best possible oppor- 
tunity for studying the problem of our common type of 
poliomyelitis, type A. The entry of the cynomologus 
monkey into the picture as an animal which can be 
infected by feeding has reduced the technical difficulties. 
I suggest that if a team of workers, field, veterinary and 
laboratory, tackled this problem with the energy devoted 
to the investigation of malaria at Cairns by the team 
working under Brigadier N. Hamilton Fairley, the answer 
to type A virus, our common type, could be found. 


There are many reasons why raw milk, unscalded cream 
and ice cream should be suspected. Chronologically, the 
increase of type A epidemics and the higher urban incidence 
have coincided with the evolution of the dairying industry. 
The last five decades have seen refrigeration, pooling, 
cooling, storing and transportation of milk, the develop- 
ment of milk bars, the use of ice cream as a food for 
adults instead of as an occasional treat for children. In 
its early days type A poliomyelitis was a rural disease. 
In cities such as Philadelphia in 1867 Taylor records its 
incidence as limited to the infant children of the rich.“ 
Later it became “infantile paralysis”. Now the age has 
risen. In the 1945-1946 type A epidemic in Victoria, 126 
of 500 patients were over fourteen years of age. 

I would suggest that the lower incidence among babies 
during the past twenty years may well be due to the work 
of the infant welfare movement; the milk for little children 
is dried or scalded, while in the same period the con- 
sumption of milk and ice cream by older people has 
increased. In the past seven years the annual consumption 
of milk in Australia has increased from 165 million gallons 
to 206 million gallons.°® Milk has been incriminated in 
several outbreaks with evidence as strongly circumstantial 
as that required in epidemics of other diseases regarded 
as milk-borne. The epidemics in Sweden in 1905, in 
Cortland,™ in Spring Valley, and in Broadstairs” have 
not attracted the attention they deserve. Detection of 
infection through milk is overlooked unless someone looks 
for it. If Aycock had not investigated the Broadstairs 
epidemic, that demonstration would have been lost. In 
the Cortland outbreak the only cases to occur in a city of 
15,000 people were, with one possible exception, among 
persons who drank milk from one dealer who sold less 
than 4% of the city’s total milk supply. The cases were 
distributed widely enough to make it improbable that the 
milk supply was a mere coincidence of geographic dis- 
tribution. A case of acute paralysis had occurred on the 
dairy farm from which most of the milk came, and this 
patient, though ill, was milking the cows and handling the 
milk for four days. The interval between this handling and 
the dates of onset in the city cases was consistent with 
the incubation period of poliomyelitis. 

While we should demand that epidemiological work be 
carried out in Australia to detect similar contamination of 
milk or milk products by a human source, the study 
could go further and look for an animal host as suggested 
by Caverly® in Vermont in 1894 and 1910, for it is 
possible that Victorian type A poliomyelitis is part of the 
Price we have to pay for the consumption of raw milk. 
We know that resistance to alimentary infections varies 
in different individuals and in the same individual in 
different seasons and after fatigue and hunger. We know 
that contagious abortion is prevalent in the dairy herds 
of Victoria—yet only an occasional case of undulant fever 
is detected in the city. In England, though the milk 
twenty years ago was heavily infected with bovine tubercle 
bacilli, not everyone developed tuberculosis of bones and 
joints. The incidence was higher in rural districts than 
in the city, 

We know that a virus of poliomyelitis can survive 
in milk stored in a refrigerator for six months.” At 
Toom temperature a virus has survived for thirty-one 
days. Publicity has been given to the incidence of 
Poliomyelitis following tonsillectomy,“ and it has been 
assumed that trauma has facilitated the entry of virus 








present in the naso-pharynx before operation. .This 
explanation may: be valid in the H type of epidemic; but 
in the A type I suggest that infection from ‘food: given 
after operation is just as likely. The commonest foods 
given after tonsillectomy are ice cream and milk. 

My experience in the years 1923 to 1931, at Camperdown 
in 1935, and in the outbreak of 1945-1946 has repeatedly 
pointed to the dairy farm as the best place to investigate 
the problem of A type poliomyelitis in Victoria. In the 
paralysis which occurs in swine in Europe, Frauchiger’” 
and Dobberstein™ have demonstrated lesions in the cord 
comparable to those of human poliomyelitis. Investigation 
of paralysis which occurs in swine in Victoria may throw 
light on a comparable if not related disease in another 
milk-drinking animal. : 

I hope that orthopedic surgeons, who know the thousands 
of pounds doled out annually as invalid pensions to 
paralysed persons, will stimulate a demand for more work 
to be done on the epidemiology of poliomyelitis in Australia. 
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PREVENTIVE ORTHOPEDICS. 





By JEAN MACNAMARA, 
Melbourne. 





THE inclusion of the words “to act, advise and co-operate 
in the prevention of crippling diseases” in the constitution 
of the Australian Orthopedic Association is my excuse for 
discussing aspects of two conditions in which I believe 
orthopedists can cooperate in the prevention of crippling 
disabilities. The two subjects I would discuss are (i) the 
prevention of everting feet and knock-knees, and (ii) 
cerebral palsy. 

Everted Feet and Knock-Knees. 
Children’s Footwear. 

The selection of the design and lasts used in the manu- 
facture of children’s footwear is a matter of national 
importance. Before a manufacturer can place footwear 
on the market he is required to submit samples for 
approval to the Controller of Footwear. If the judgement 
of the Controller of Footwear of quality and workmanship 
could be reinforced by the expert opinion of orthopedists 
on the design and lasts selected, manufacturers who ‘are 
striving to provide shoes of good design would be 


encouraged, and children might be protected from the type . 


of footwear which forces the weight to the inner side of 
the feet, inducing eversion. 


Early Recognition of Everted Feet. 

Medical students, infant welfare sisters, kindergarten 
teachers and mothers should be instructed to look for and 
notice any tendency to eversion of feet in toddlers. Infant 
welfare sisters can contribute much to preventive ortho- 
pedics, for they see the children frequently; they see them 
undressed and they know the 
normal, and have therefore 
every opportunity to detect at 
an early stage everted feet, 
talipes calcaneo-valgus and 
knock-knees of small degree. 

In THE MeEpIcAL JOURNAL OF 
AUSTRALIA Of February 8, 
1947, A. P. Derham™ recorded 
his observations of an 
apparent increase in knock- 
knees among children under 
the age of four years. I 
agree with Dr. Derham that 
there is no evidence to sug- 
gest that this is due to mild 
rickets. 

Inquiries made at the splint 





Figure I. 
ae ede the legs teeny shop of the Children’s Hos- 


rotated; the legs are ex- 


ternally rotated. pital, Melbourne, and of two 


splint makers who handled 
this work in private practice in Melbourne, have shown that 
in the year 1946, 440 children were fitted with knock-knee 
splints. This involves considerable expense, many man- 
power hours of splint makers and many womanpower hours 
of mothers. I suggest that this number could be reduced 
in the future by attention to the following points: (i) foot- 
wear which does not force a child’s foot into the everted 
position; (ii) education of mothers to recognize that if 
footwear is distorted or worn down excessively on the 
inner side, support is needed—either a boot with a Thomas 
heel or an outside iron and inside T strap for more severe 





1Read at the annual meeting of the Australian Orthopsdic 
Association held on June 3, 4, 5, 6 and 7, 1947, at Melbourne. 








degrees of eversion; (iii) education of mothers on the 
consequences of two habits, squatting on the floor in the 
daytime and kneeling during sleep. 

Sir Arthur Keith,” in “Menders of the Maimed”, dis- 
cussed the cause of knock-knees in rickets. In this con- 
dition, while the defect in the osseous system was regarded 
as the primary cause, the structures he blamed as the 
immediate cause were the muscles which normally support 
the internal lateral ligament of the knee joint. In the 
knock-knees of Victorian children I am convinced that 
long continued stretching of the vastus medialis, and to a 
less extent of the sartorius and gracilis, by daytime squat- 


5) 


Figure III. 


Rear view of the position 
shown in Figure I. 


Figure II. 


The thighs are _ internally 
rotated, the legs etxernally 
rotated. 


ting and by kneeling while the child is asleep, lowers the 
tone of these muscles, so that their support to the 
internal lateral ligament is reduced. There are many toys 
which lose their attraction when placed upon a table. In 
these days of overworked mothers and crowded houses, 
many children between the first and fourth birthdays spend 
longer periods than are realized squatting and crawling 
about the floor. Each child seems to have his characteristic 
“squat”, which he seldom varies. The oriental posture is 
most uncommon; the reverse of the oriental is, I consider, 
the most effective of these positions in inducing knock- 





Ficure V. 


The half-squat; everted feet 
are induced, as well as genu 
valgum. 


Ficure IV. 


When the child stands, the 
thighs are internally rotated, 
the legs outwardly rotated. 


knees. In this position (Figures I, II and III) the child sits 
with his buttocks on the floor, the thighs internally rotated, 
the knees almost touching and the legs below the flexed 
knees resting in external rotation on the floor alongside 
the hips. Children who habitually assume this position 
show, when standing, outward rotation of the leg on the 
thigh (Figure IV). The “half-squat” (Figure V) tends 
to increase eversion as well as stretching the internal 
lateral ligament of the knee joint and the muscles which 
support it. In this position the buttocks do not rest upoD 
the floor, but the knees and hips are flexed, the knees 
being nearer together than the feet. 

A third position (Figures VI and VII) assumed by 
children is that of flexed knees and hips with the thighs 
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resting upon the legs, which are rotated inwards so that the 
feet form a rest to support the buttocks. When children 
habitually assume this position, the legs internally rotate 
upon the thighs, and the child tends to walk “pigeon toed”. 
Frequently the same children sleep with face down, 
buttocks elevated, knees and hips acutely flexed, and feet 
arranged under the buttocks (Figure VIII). I have 
observed that children with metatarsus varus and pes cavus 
have been kept from improvement by the patient’s habitual 
assumption of this position, in which the inner border of 
the foot curves around the buttock and supports it. When 
one considers that half a toddler’s life is spent asleep, 


Ficurs VI. Figure VII. 


the assumption of the kneeling position for that period 
demands that notice should be taken of its effect 
(Figure IX). 

We know that the feet of the adult Chinese woman 
retained the shape which binding had forced them to 
assume in childhood. We are familiar in horticulture with 
the ease with which the upright growth of the pear tree 
can be changed to the horizontal espalier by holding the 
growing shoots in the horizontal position. The correction 
of talipes recognizes that the position habitually assumed 
determines the line of growth. It is therefore worth while 
in the case of children with knock-knees to investigate the 
sleeping and squatting positions. I have found that in 
the treatment of many children in whom the separation 
of the malleoli is under three inches, correction of these 
habits, the 
application of 
a Thomas heel 
to the _ boots 
and the use of 
simple exercises 
to restore tone 
to the muscles 
result in 
gradual cor- 
rection of 
the knock- 
knees. At- 
tention should 
be paid to the position assumed on tricycles, to the height 
of the chair and to the distance between the seat and the 
step of the push cart, for if this distance is inadequate 
the child may be induced to sit with knees together 
and feet apart. The squatting habit can be corrected 
by directing the child’s interest from toys which 
tempt him to use the floor to other occupations, such as 
cutting out or painting, which he can pursue while standing 
at an easel or workbench or sitting at a table. The habit 
of kneeling while sleeping can be corrected by simple 
means. (i) In cold weather a hot-water bag can be 
anchored in such a position that his feet reach its warmth 
only when the knees are extended. (ii) Moulded cardboard 
splints can be applied to the dorsal surface of the thigh 
and leg firmly enough to prevent kneeling. Recently an 
insulating material used by electricians, “Prespahn”, has 

available. This is stronger than cardboard and 


Ficurs VIII. 
This sleeping position induces the develop- 
ment of knock-knee, in-toeing, and 
occasionally pes cavus and metatarsus 
varus. 











inexpensive, and lends itself to some correction of the 
knock-knees by moulding. 


Cerebral Palsy. 

Measures to Lessen the Incidence of Cerebral Palsy. 

Within recent years children with cerebral palsy have 
aroused a great deal of attention, both lay and medical, 
in America, England and Australia. While I do not 
wish to detract or discourage in any way the enthusiasm 
with which the care of these children is being at last 
undertaken, I think it should be stressed that the answer 
to the problem of the “spastic” does not lie in the estab- 
lishment of institutions for older children who have spent 
years in the manufacture of deformities as additional 
handicaps to their initial lesions. We are trying, at the 
Children’s Hospital in Melbourne, to secure data as to the 
etiology of the 
palsies, to deter- 
mine what per- 
centage of patients 
fall into each of 


‘the following 


groups: (i) the 
children who suf- 
fered injury at 
birth, or whose 


respiration im- ee ¥ Phan oe — 
mediately after sleeping position which induces 

knock-knee and outward rotation of 
bith caused the legs. The feet may be arranged 
anxiety; (ii) the 


as in Figure VIII. 

children whose 

mothers suffered from rubella or other virus disease 
during pregnancy; (iii) the children whose mothers 
had an operation, an accident or any other illness 
during pregnancy; (iv) the children whose birth was 
premature or post-mature, or who shared a twin pregnancy; 
(v) the Rh-positive children of Rh-negative mothers; (vi) 
children whose palsy developed as a sequela of an infection 
acquired in infancy, such as encephalitis or meningitis; 
(vii) the remainder. 

Can orthopedists do anything to lessen the incidence of 
cerebral palsy? We could confer with obstetricians, as 
Little did, when he had himself invited as a guest to a 
meeting of obstetricians and took with him children with 
cerebral palsy, for orthopedists have the means of realizing 
the burden carried by the family of a child who survives 
a severe birth injury. The establishment of pediatric 
units in midwifery teaching hospitals will prove to be 
the most effective step yet taken in reducing cerebral 
palsy, for there will be opportunity to study, assess and 
teach the effect on the child of long labour, of “high 
forceps” delivery, of sedatives administered to the mother 
and of the various methods adopted to induce regular 
respiration in babies whose condition causes anxiety 
immediately after birth. We could, as was suggested by 
Dr. H. McLorinan, join with the aurists and oculists and 
pediatricians interested in congenital malformations of 
the heart in stimulating research workers to provide a 
method by which a girl on becoming engaged could be 
given rubella and thus acquire immunity during her 
child-bearing life. We could ask for experimental work 
to determine the effect on the foetus of maternal infections 
other than rubella, of injections and of X-ray examinations 
early in pregnancy. 

Roscoe Hyde, of Baltimore,” induced cataract and 
occasionally hydrocephalus in baby rabbits by injections 
of one of several substances—ox liver, typhoid vaccine— 
administered early in the pregnancy of the does. 

The Adelaide workers, by their demonstration of the 
sensitivity of the fetus to maternal infections with rubella, 
have opened up a field for research. We suggest that 
women found to be Rh-negative when tested as blood 
Gonors should be informed of the possible outcome of 
pregnancies which follow each other closely. 


Measures to Ensure that the Initial Lesions are the 
Only Handicaps. 
At present our personal responsibility should be to stress 
the importance of early recognition of the child with 
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cerebral palsy, by post-graduate teaching, by demonstration 
to medical students, by instruction of infant welfare sisters, 
in order that these children should receive care from the 
first few months of life. An infant with cerebral palsy 
presents certain problems, but a child of ten or eleven 
years, who has, in addition to his lesions, deformities 
induced by the position he has assumed for a decade, 
presents much harder problems. For example, dislocation 
of the hip in children with cerebral palsy should be 
anticipated. In the true spastic, adductor spasm becomes 
evident between the fifth and eighth months. At this 
stage it is not difficult to keep the balance between the 
abductor and adductor muscles of the hip so that the 
adductors cannot, by their spasm, lever the head of the 
femur out of the acetabulum (Figures X and XI). 

If the child’s first efforts at standing are made with 
calipers, so adapted that his heels are on the ground and his 
thighs are abducted, the femur can be altered gradually 
from the drumstick type which is readily dislocated 
(Figure XII) to the safer type with an angle which 
tends to hold the head in the acetabulum (Figure XIII). 
Once sitting balance has been attained, the habitual 
assumption of the sitting position favours the flexors 
of the hips and discourages the hip extensors. We 
have taught the mothers the importance of the hip 
extensors in maintaining the erect position, and 
they have cooperated in limiting the time the child 
spends sitting and in arranging his furniture so that a 
large proportion of his waking hours is spent standing in 
calipers in the erect position, with thighs abducted. Night 
splints are used to favour the hip abductors and extensors, 
the quadriceps and the dorsiflexors of the feet during sleep. 
This régime is continued until the child is able to balance 
standing erect on a wide base, without splints when 
walking is allowed. In the athetoid children with spasm, 
the tendency to deformity is much less pronounced; but 
we have found that the steadying of the lower limbs by 
splints in the daytime has hastened the acquisition of 
balance. 

To sum up, we have found, during the past six years, that 
the tight calves, the scissors gait, the pronated forearms, 
the adducted thumbs, the flexed wrists—the deformities 
described in the textbooks as being integral parts of the 
picture of Little’s disease—are sequele which can be 
anticipated and to a large extent prevented if the condition 
is recognized in infancy and arangements can be made for 
efficient splinting. We should differentiate between the 
infant with cerebral palsy and the child with cerebral palsy 
plus the overburden of deformity, and a greater effort 
should be directed to prevent a child in the first class from 
transferring to the second. The cooperation of skilled 
teachers has proved valuable in assessing by observation 
the intelligence of these children and thus ensuring that no 
child is unfairly labelled subnormal or retarded. 
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Reports of Cases. 


OSTEOGENESIS IMPERFECTA TARDA—LOBSTEIN’S 
DISEASE.* 


By Murray CLARKE, F.R.C.S., D.C.H., 
Melbourne. 


AtrnoucH the classical triad of multiple fractures, blue 
sclerotics and deafness is well known as one of the best 
examples of hereditary transmission of a pathological con- 
dition, the following case is reported to draw attention to 
other important features in the syndrome which are not 





1This patient was shown at a meeting of the Melbourne 
Pediatric Society on May 14, 1947. 








so well realized and which have received only scant 
attention in the literature (in this case, notably, the 
remarkable laxity of ligaments). 

The literature on the subject is confusing because of the 
multiplicity of names given, and because intermediate 
cases exist possessing some of the characteristics — of 
several groups. 

In 1833, von Lobstein gave the name of osteopsathyrosis 
idiopathica to the general group of idiopathic brittle bones, 
but various attempts at classification of these have been 
made since, the latest being that of Burch and Sodeman.” 
This is as follows. 


I. Hereditary type. 


1. Hereditary hypoplasia of the mesenchyme. 
bones and blue sclerotics.) 


II. Non-hereditary congenital type. 


1. Osteogenesis imperfecta congenita. 
2. Osteogenesis imperfecta tarda (osteopsathyrosis) : 


(a) With white sclera. 
(b) With blue sclera. 
III. Non-hereditary acquired type. 
1. Osteosclerosis fragilis generalisata (Albers-Schénberg 
disease, marble bones). 
IV. Senile type. 
1. Osteoporosis. 

Thomson™ divides “brittle bones” into two types: (a) 
osteogenesis imperfecta, and (b) familial fragility. 

A child with osteogenesis imperfecta is often stillborn 
with multiple fractures; only the less severely affected 
children survive, fragility becoming less in later life. 
Many fractures occur which unite quickly, but result in 
deformity and shortening of limbs. 

Familial fragility is the type to be described here. The 
child is born apparently healthy; fractures commence at 
about the third year, usually average six to eight in 
number, and are rare after the eighteenth year when the 
bones become excessively sclerosed. 

Kersley® points out that all gradations between these 
types exist, and Gibson tells of a mother who had normal 
coloured sclerotics but laxity of the ligaments of her 
joints. She had three children, two of whom suffered from 
multiple fractures, and of these one had blue sclerotics. 
The condition occurs slightly more frequently in females 
than in males, and is transmitted a little more readily 
through the female line. Of those afflicted with blue 
sclerotics about 60% also have bone fragility. Fraser 
states that the complete syndrome is seen only in 
individuals whose parents show the condition. 


(Brittle 


Case History. 

G.S., a girl, now aged twenty-eight months, was four 
pounds seven ounces in weight when born; she has always 
been thin and underweight, and takes her food badly. She 
sat up unaided at the age of twelve months and was not 
able to crawl until the age of twenty months. From the 
age of about eight months her mother noticed clicking of 
the knees and ankles when the child moved her legs. 
Sometimes the noise was as loud as the crack of a whip. 
It was because of this noise and the child’s inability to 
stand, although she made attempts to do so, that the 
mother consulted a doctor seven months ago, It was then 
remarked that the ligaments around both knee joints and 
ankles were grossly lax, and that subluxation of these 
joints with attendant clicking noises was easy to perform. 

There is no history of brittle bones, fractures or sprains 
on either the mother’s or father’s side of the family. The 
mother’s sclerotics are bluer than normal, and she and her 
brothers and her own mother are all very deaf, some 
using “deaf aids”. She became deaf in early adult life. 

The patient is now a thin, fragile-looking, elf-like child 
because of her small body and small face in proportion 
to the size and broad intertemporal diameter of her head 
(Figure I). Her sclerotics are blue. Her hearing and 
mentality are apparently normal. Her teeth are dis 
coloured, ridged and eroded near the alveolar margil 
because of loss of enamel. She can now stand and the 
hypermobility of her knees and ankles, although cot 
siderable, is less than it was. She is able to walk wi 
a little assistance and by wearing leather knee-cages t? 
prevent genu recurvatum. The results of Wasserman? 
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and Mantoux tests have been negative. The blood calcium, 
phosphorus and phosphatase levels are all within normal 
limits. Investigations have also excluded renal rickets. 


General Discussion. 


Laxity of Ligaments and Hypermobility of Joints. 

Laxity of ligaments is the most striking feature in this 
case, and is responsible for the strange clicking noises 
which perturbed the parents, and for the child’s lateness 
in standing and inability to walk (Figure II). It may 
show itself in gross flat feet and valgoid ankles, in hyper- 
extensibility of fingers and knees, and in multiple sprains 
and dislocations. 

All surgeons are familiar with the 
unusual cases appearing in pairs. 


coincidence of 
A small boy, with no 


Ficure I. 


relative family history, recently presented with grossly 
valgoid ankles, hypermobile joints and confirmatory 


Tadiological evidence of osteogenesis imperfecta tarda. 


Radiological Changes of Long Bones. 

The extremely slender shaft and thin dense cortex of the 
long bones are most striking radiologically. Although so 
frail looking the long bones do not bend and deformities are 
due to malunited fractures. Transverse lines of greater 
density can also be seen (Figure III). These may 
represent periods of cessation of growth because of pro- 
found metabolic disturbances, but it has been suggested by 
Brailsford® that they represent incomplete compression 
fractures and, therefore, occur on the concave aspect of 
curved bone at the point where compression is greatest, in 
contrast to the incomplete fractures which occur in 
rickets, renal rickets and osteomalacia on the convex 
aspect, 


Peculiar Shape of the Skull. 

The bones of the calvarium are very thin and the 
bitemporal diameter is increased, resulting in the “Tam 
o’Shanter” skull described by Brailsford, the general effect 
being as if downward pressure had been exerted on the 
vertex of the softened skull (Figure IV). Palpable 
angular projections above the level of the zygoma, causing 

€ upper parts of the ears to project laterally and to be 
unduly prominent, a broad wide forehead and a small face 


below combine to give a characteristic triangular appear- 
ance to the head. 





The Presence of Blue Sclerotics. 

Blueness of the sclerotics is a more dominant factor 
than brittleness of bones. The colour varies in depth 
from dark greyish blue to “china blue” and is most 
marked just outside the cornea; it is said to be due to 
an abnormal translucency of the fibrous tissue of the 
sclera through which is seen the chorioid pigment 
beneath, 

Deafness. 

The deafness may be due to relaxed ligaments of the 
middle ear, but is generally attributed to otosclerosis, the 
hereditary character of which is well known. The 
association of deafness with the syndrome was late in 
being recognized, as it does not commence until early 
adult life when the bone fragility has been replaced by 
osteosclerosis. 


Conclusions, 
1. Osteogenesis imperfecta is a term covering a large 
number of transitional forms. 


2. It is a familial and hereditary condition. 


Figure II. 


3. There are two main types. In one multiple fractures 
occur before or soon after birth and the mortality rate is 
high. In the other relatively few fractures occur and 
these only in the period between three and eighteen years 
of age. 

4. Familial history is not essential. 
dystrophies isolated examples occur. 

5. The fragility of bone, blue sclerotics and laxity of 
ligaments are, according to Vooerhoeve, all manifestations 
of an underlying hereditary hypoplasia of the mesenchyme. 
There is a congenital inability to form osteoblasts in 
contrast to the excessive proliferation of osteoid tissue 
in rickets. 


6. Cases may occur without fractures and with hyper- 
mobility of the joints as the outstanding feature. 


As with other 


References. 


®C. M. Ottley: “Osteopsathyrosis (Lobstein’s Disease): A 
Critical Review”, Archives of Disease in Childhood, Volume 
VII, 1932, page 137. 

® G, E, Burch and W. A. Sodeman: “Hereditary Hypoplasia 
of the Mesenchyme: Blue Sclerotics and Brittle Bones”, The 
American Journal of the Medical Sciences, Volume CXCIV, 
1937, page 844. 

® John Thomson: 
Children”, 1921. 

G,. D. Kersley: “Fragilitas Ossium and Allied Conditions”, 
Saint Bartholomew’s Hospital Reports, Volume LXVIII, 1935, 
page 159. 

©H. L. Gibson: “Osteogenesis Imperfecta Affectin 
Generations”, Edinburgh Medical Journal, Volume X 
Series), 1923, page 237. 

©Tan Fraser: “Fragilitas Ossium Tarda”, 
Journal of Surgery, Volume XXII, 1934, page 231. 

James F. Brailsford: ‘Radiology of Bones and Joints”, 
Third Edition, 1944. 

® N. Vooerhoeve: ‘Blue Sclerotics: in Connexion with Other 
Hereditary or Congenital Abnormalities”, The Lancet, Volume 
II, 1918, page 740 


“Clinical Study and Diseases of Sick 


Two 
(New 


The British 








724 THE MEDICAL JOURNAL OF AUSTRALIA. 





DeceMBER 13, 1947. 








AN UNUSUAL STRICTURE OF THE GULLET 
TREATED BY EXCISION. 





By NorkMAN WYNDHAM, 
Sydney. 





Tue lesion to be described arose apparently spon- 
taneously in a man aged sixty-three years, the real cause 
being unknown. The only adequate treatment was excision. 


Clinical History. 

The patient first came under my care in May, 1947. He 
had been admitted to the Repatriation General Hospital, 
Concord, in the previous February. In 1928 he was said 
to have pyloric obstruction due to an ulcer of the first 
part of the duodenum. At that time he did not react to 
the Wassermann test, but a year later the result of the 
test was triple positive. On October 2, 1945, he was operated 
on for a ruptured duodenal ulcer and again a little later 
for pyloric obstruction, a posterior gastro-enterostomy 
being performed. Only one month after this, for the first 
time, an X-ray examination with a barium meal showed 
almost complete obstruction of the wsophagus two and a 
half inches above the cardio-esophageal junction. 

By the time he was admitted to hospital this year he had 
been subsisting for twelve months on milk and stout. The 
radiologist reported the presence of a stricture of the lower 
end of the esophagus (see Figure I), a well functioning 
gastro-enterostomy stoma and a scarred, healed duodenum. 
The result of the Wassermann test was triple positive 
despite much previous anti-syphilitic treatment. 

During March and the first part of April, dilatation of 
the stricture was performed at intervals by means of a 
mercury bougie. This soon became impossible and the 
stricture was dilated under direct vision through an 
esophagoscope. The mucosa appeared to be unbroken, 
and a small amount of tissue was removed for examination. 
A small round-cell infiltration of the walls of the gullet 
was found. The walls of the vessels were thickened. The 
epithelium was intact. 

On May 23, 1947, laparotomy was performed, the stomach 
being mobilized so far as the gastro-enterostomy would 
allow, and a jejunostomy was carried out. Until the former 
was done it could not be ascertained whether the stomach 
would reach as high as the proximal end of the stricture. 
Unfortunately the jejunum became detached from the 
abdominal wall so that feeding by this route was never 
practicable. Four days later under “Pentothal’, nitrous 
oxide and oxygen anesthesia supplemented by curare, the 
stricture was exposed through the eighth left intercostal 
space and removed by what is now a fairly standardized 
procedure. 

There was little post-operative reaction and complete 
expansion of the lung occurred early. However, recovery 
from the operation was largely due to the patience and skill 
of the house surgeon, Dr. Maxwell, in nourishing the 
patient for nearly two weeks by intravenous methods. 
Despite a transient jaundice and slight pulmonary conges- 
tion, the patient’s condition remained satisfactory through- 
out. He is now well and slowly gaining weight. X-ray 
examination shows a sphincteric type of new cardio- 
esophageal opening which functions perfectly (see 
Figure IT). 

Discussion. 

Pathology.—tThe stricture was fibro-cellular and showed 
the usual features of chronic inflammation. The epithelium 
was intact. The chronic inflammatory changes seen were 
not characteristic of any particular disease such as 
syphilis. Silver impregnation methods failed to reveal 
spirochetes. The appearance was consistent with the 
diagnosis of healed ulcer. I can see no way of being 
certain of this, but the extent of the process, involving 
some four inches of the csophagus, is very much against 
it. X-ray examination on November 23, 1945, showed 
complete obstruction of the wsophagus, yet a month before 





A preexisting gumma on the same site does not seem 
likely. Treatment by iodides did not influence the lesion. 
Non-traumatic strictures of the gullet are rare. Souther 
(1928) states that “strictures due to syphilitic ulceration 
are so rare as to be surgical curiosites”. Goltstein (1908) 
writes that “syphilitic strictures are practically confined 
to the upper portions of the csophagus and are quite 
large in extent”. Professor Grey Turner (1939) discussed 
the question of stiology in this type of lesion. After 
pointing out that most are due to trauma, he goes on to 
say that stenosis may follow scarlet fever, typhoid fever 
or the vomiting of pregnancy. In regard to syphilis as 
the causative condition he states: “I have never been able 
to satisfy myself of the syphilitic nature of any lesion of 
the esophagus which I have seen clinically or as a patho- 
logical specimen. I am therefore forced to the conclusion 
that this disease very rarely attacks the wsophagus and 
that it is a mistake to consider it among the probabilities.” 


Operative Technique.—Preliminary laparotomy was 
essential. The stomach was only just sufficiently mobile 
to be used in the anastomosis. The jejunum was the 
next choice. The failure of the jejunostomy made the 
management many times more difficult. 

The second stage of the operation was performed soon 
after the first to. prevent density ef adhesions. The 
proximal part of the gullet was mobilized as little as 
possible so as to preserve its blood supply. The thickness 
of the wall of this part enabled a three layered anastomosis 
to be performed. The site of the anastomosis was powdered 
with penicillin, while this was also given parenterally. 
The phrenic nerve was not crushed. The lung was fully 
expanded when the patient left the theatre, but a small 
tube was let into the pleural cavity and connected to 
under-water drainage. 

Prognosis.—While the patient is well at present there is 
nothing to prevent the condition spreading up the gullet or 
appearing elsewhere in its course. The new cardio- 
csophageal junction looks narrow. The radiologist regards 
this as sphincteric since it expands readily. Three months 
have passed since the operation. The patient is now on 
full diet. C2sophagoscopy was performed on September 19 
by Dr. R. Bettington. No lesion of the mucosa was seen 
and there was no obstruction to the passage of the 
csophagoscope into the stomach. 
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ADVANCES IN PA2DIATRICS. 





VotuME II of’ “Advances in Pediatrics” is the second 
annual publication in a series which we hope will continue 
for a long time... So much progress is being made in s0 
many directions in pediatrics that it is impossible for 
anyone to keep abreast of all its literature. Hence the 
value of a book of this kind which contains in about 350 
pages of reading matter eleven scholarly monographs on 
current topics. 

Discussing the etiology of congenital malformations, 
Josef Warkany deals with genetic and environmental factors 
and describes his own: experiments on the production of 
abnormalities by inducing riboflavin deficiency in rats. Dué 
credit is given to the recognition of post-rubellar defects 





1“Advances in Pediatrics’, by various authors; Volume Il; 
1947. New York: Interscience Publishers, ‘Incorporated 
London: Interscience Publishers, Limited. 9” x 6”, pp. 420 
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by Gregg and Swan, and the author concludes from the 
available evidence that almost 100% of mothers who contract 
rubella during the first two months of pregnancy will give 
birth to infants with congenital anomalies. 

Dr. Carl H. Smith, of New York, has a chapter on acute 
infectious lymphocytosis, a hitherto unrecognized com- 
municable disease of children quite distinct from infective 
mononucleosis. 

In an interesting account of the role of fluorine in dental 
caries the conclusion is reached that there is an inverse 
relationship between dental caries prevalence and the 
fluorine content of the water, in amounts up to one part 
in a million. Several American cities have begun to fluorinate 
their water supply up to this, the optimum level. These 
studies may provide the answer to the problem of mass 
control of dental caries, a disease which shares with the 
common cold the dubious honour of being the most prevalent 
disease of civilized man. 

An excellent chapter on the treatment of purulent menin- 
gitides is contributed by Dr. Hattie Alexander, of New York. 
Perhaps her most important point is that in all cases— 
except meningococcal infections—the three therapeutic 
agents, penicillin, streptomycin and sulphadiazine, should be 
given together, since their combined use seems to enhance 
their effect. 

Katherine Dodd, who with Buddingh was responsible for 
much of the experimental work on the subject, has written 
an article on virus diarrhea. This form of diarrhea in 
infants now has to be accepted as a clinical entity; the 
virus produces a specific action on the rabbit’s cornea and 
antibodies can be demonstrated in the serum of convalescent 
patients. Like other forms of infantile diarrhea, it is 
highly infectious and can be conveyed by insusceptible 
adults. 

The subject of prematurity is dealt with by Harry H. 
Gordon, of New York. This is a good survey of the caloric, 
fluid, mineral and vitamin requirements of premature 
infants, concerning whom increasing knowledge and care 
have reduced the mortality rate by 25% in the past ten 
years. 

Other monographs in this volume are “Endocrine and 
Other Factors Determining the Growth of Children”, by 
Nathan B. Talbot and Edna H. Sobel, of Boston; “The 
Genesis of Physiologic Hyperbilirubinemia’, by A. A. Weech, 
of Cincinnati; and “Prevention of Recurrences of Rheumatic 
Fever’, by Ann G. Kuttner, of New York. 

When each chapter of a book is written, as this is, by 
an authority on the subject a high standard is assured; 
the material and its method of presentation are first rate. 
We would only suggest that as the sections on atypical 
pneumonia and on chemotherapy, though excellent in them- 
selves, are not essentially pediatric, they could perhaps 
have been replaced by something more exclusively pertaining 
to children. 

This is a really attractive and worthwhile book, essential 
to any doctor specializing in pediatrics, and it emphasizes 
the position of leadership held at present by the United 
States of America in this branch of medicine. 





SUICIDE AND LIFE. 


“SUICIDE AND THE MEANING OF LIFE”, by Margarethe von 
Andics, is a short monograph based upon the study of 100 
cases of attempted suicide. The material has been gathered 
at a Viennese psychiatric clinic, and is drawn from what 
the author calls “the simple class of people”. Psychotics 
have been excluded from the survey. Examinations and 
explanations are conducted on the conscious level, and the 
results are divided into personal or subjective and material. 
Since these would-be suicides have lost the meaning and 
Purpose of life, the author hopes by the study and interpreta- 
tion of their motives to educe the circumstances and con- 
ditions without which life is meaningless. Using this data 
as the basis of a human experiment, she attempts by a 
Process of inductive reasoning to answer more definitely 
the time-honoured question: “What is the meaning of life?” 

She observes that to grow up in an atmosphere of 
Uncertainty and anxiety, to be lonely and of no consequence 
to any person or community, to have no intimate friends or 
Persons to confide in, to lose one’s reputation and self- 
esteem, are all factors which help to destroy the purposeful- 
ness of life. Occupations that have safer incomes, require 
better qualifications and produce some visible result, and 
88 at the same time necessary to a large community, 


help to stabilize the individual. Love, marriage and home, 
with their various facets, afford protection by adding 
responsibility and purpose to the individual’s activities. In 
the author’s view, importance (to others), self-respect and 
the love of something outside one’s self constitute the 
meaning of life. 

Apart from the philosophical discussion, the book is chiefly 
an intimate study of individuals and their desires. The 
conclusions are of a practical nature and much of the 
information would be of value to those who may have the 
handling of potential suicides. It should also be useful in 
the task of helping the rather bewildered patient to answer 
the question: “What do you want in life?” 

The style is lucid, though the text is frequently interrupted 
by quotations from patients’ statements. This adds a living 
interest, but tends to break the sequence of the argument. 

This book should be of value to all who read it and deserves 
a wide circulation. 





THE PRACTICE OF CLINICAL MEDICINE. 


OPINIONS differ as to the best textbook of general medicine 
available in the English language. “Osler”, “Price”, “Cecil’’, 
“Meakins” and others have euch a large band of adherents 
and are adequate for the student, whether undergraduate or 
graduate, who is preparing himself for a _ professional 
examination. This obstacle over, such works are infrequently 
consulted and in three years or more a new edition ages 
them overnight. The busy practitioner thenceforward depends 
on review articles published in such journals as he can find 
time to read in order to increase or modify his knowledge. 
Unless he is unusually systematic, he soon forgets where 
he noted some new fact, and when he has occasion to 
employ it he is unable to turn readily to its source for 
confirmation. ‘“Modern Management in Clinical Medicine” 
constitutes a brave attempt by Dr. F. Kenneth Albrecht to 
supply a comprehensive “office manual” for the hard-pressed 
general practitioner.. Commodore MacMahon in a foreword 
writes: “It has been the sincere effort of the author to 
produce a volume in which the established medical facts 
: would be combined with the recent discoveries in 
diagnostic procedures.” Such a Herculean ambition calls 
for a wide basic knowledge and close familiarity with the 
problems of clinical practice on the part of the medical 
reporter who attempts it. The task was much easier in 
Osler’s or Allbutt’s day, and space was found for classical 
quotations, historical description and philosophical argument; 
but, in 1946 we must admire the temerity and energy of an 
author who undertakes such a mighty labour in one volume, 
notwithstanding the row of recent monographs on every 
bookseller’s shelves. 

Dr. Albrecht is perfectly correct in his assumption that 
a need exists for a reference work in which presentations 
are shorn of all non-essentials, but yet given in more detail 
than.in the classical textbook, and accompanied by accessory 
material of considerably more value in the doctor’s consulting 
room than in the examination hall. The title may mislead a 
prospective purchaser into thinking that the work is a 
treatise on therapy; actually its scope covers clinical descrip- 
tions, differential diagnoses, laboratory procedures, dietetics, 
and appendices of special value to both physician and 
surgeon. The material really covers the substance of a 
textbook on medicine with additional monographs on 
dermatology, arthritis, endocrinology, venereal disease, 
chemotherapy and peripheral vascular disease. There are 
further chapters entitled “Tropical Diseases of Post-War 
Importance”, “Geriatrics: Care of the Aged”, and “Care of 
the Ambulatory Patient”, which add a refreshing and 
topical colour to the volume. 

One judges the author to be a systematic and painstaking 
clinician. As a senior officer in the United States Public 
Health Service, he reproduces numbers of set questionnaires 
and “check sheets’, which are often used in the hospitals 
and clinics of his country, but which find less favour in 
British medicine. We believe such schemata are of value 
in undergraduate training, but that they are too inelastic 
and time-consuming for an experienced practitioner. The 
least impressive section is devoted to “Nervous and Mental 
Diseases”. A contribution on psychosomatic medicine could 
well be added to a future edition. Throughout the author 
stresses the value of careful case-taking as of greater value 
than physical examination, and justly remarks: “Many 
physicians place too much emphasis on the results of 
laboratory tests. One should never change a _ physical 
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-diagnosis merely because it is not supported by laboratory 
findings.” 

Much information relative to diagnosis and differential 
diagnosis has been summarized in tabular form, a device 
well chosen to fulfil the real purpose of this work. The 
illustrations are nearly all photographic. They are of 
excellent quality, particularly in the section on skin disease. 
The coloured plates of mucous lesions in nutritional 
deficiency, syphilis et cetera are also worthy of special praise. 
Scattered throughout each chapter and in the appendix are 
thoughtful items which reveal the author’s familiarity with 
actual clinical practice, for example, a specimen letter to 
contacts of patients with venereal disease, instructions to 
patients with scabies, rheumatic fever, sinusitis, pyelitis, 
peptic ulcer and many other disorders. Each section ends 
with a selection of references to which the reader may turn 
for fuller details. The references are not to classical original 
articles so much as to recent reviews in readily obtainable 
journals. Proprietary drugs are mentioned freely, and in 
such a way as to be a boon to the general practitioner; 
diets are given in full where necessary. Paragraphs are kept 
short, and the pages are arranged in double columns, which 
makes for easier recognition of the information desired. 
The chapter on toxicology is particularly well achieved, 
and includes full lists of commercial and domestic poisons. 

If there has been a need for a post-war treatise on 
general medicine, essentially practical, dogmatic and detailed, 
yet stripped of academic or physiological discussion, in 
didactic “cookery-book” form, and of a size and character 
suited to the right-hand drawer of a doctor’s desk, then we 
can say that such a want has now been satisfied. Dr. 
Albrecht, by prodigious but well-directed labour, has col- 
lected more first-class medical protein for the general prac- 
titioner between a single pair of cloth covers than most 


of his predecessors. 





GERIATRICS. 





“TREATMENT OF THE PATIENT Past Firty”, by Ernst P. 
Boas, now appears in its third edition,’ being one in the 
series of “The General Practice Manuals” and published by 
The Year Book Publishers of Chicago. This book is a very 
welcome addition to those that should be found on the book- 
shelf of every general practitioner and will prove a valuable 
aid in solving all types of problems that arise in the care 
of elderly patients. The subject matter is clearly set out, 
and when the author gives his opinion on the treatment 
of any specific disease he also backs it up with useful 
references and statistics. The chapter on cardio-vascular 
disease is excellently written and so is the chapter on the 
gastro-intestinal diseases, but it is difficult to particularize 
and to say that one section is better than another. In 
dealing with patients suffering from fractures of the neck 
of the femur the author strongly advises operative treat- 
ment with internal fixation of the fragments, and he states 
that when this method is followed by early mobilization of 
the patient it largely removes the risk of the various com- 
plications associated with the older methods of treatment 
which as a rule call for prolonged bed rest. 

The sections dealing with age and disease and the aging 
process deal with the physiology of senescence in a manner 
not found in many books and are most interesting reading. 
Throughout the book are scattered thirty-eight illustrations, 
all of them excellent, and the printing, too, is of a high 
standard. 





THE ROTUNDA HOSPITAL. 





WIDESPREAD interest has been aroused in medical circles 
the world over by the recent bicentenary celebrations of the 
famous lying-in hospital in Dublin, so familiar to all 
members of the profession as “The Rotunda”, and its 
bewitching name at once conjures up to the mind all that 
is best in the teaching and practice of obstetrics. No doubt 
the occasion has stimulated Dr. O’Donel Browne, a dis- 
tinguished specialist in this branch of medicine, to produce 
a handsome volume, “The Rotunda Hospital’,? outlining 
the structural, administrative and scientific developments 





1“Treatment of the Patient Past Fifty’, by Ernst P. Boas, 
M.D.; Third waitien ; 1947. Chicago: The Year Book Pub- 
lishers, Incorporated. 83” x 54”, pp. 480, with many illustrations. 
Price: $5.75. 

Mon Rotunda Hospital, 1745-1945”, by O’Donel 
Browne, M. M.A., M.A.O. (Univ. <Dublin), RCP “(L. >; 





that have taken place there within the last two hundred 
years. 

The eighteenth century saw the modest beginning of 
many charitable institutions which were intended primarily 
as hostels for the aged and the sick poor. They came into 
being at a time when poverty and distress were rife in the 
large towns, when fevers and distempers of every description 
were never absent from the alms houses, the gaols or the 
gloomy tenements of the masses. Whatever the motive for 
the sudden upsurge of a humanitarian impulse which led to 
the establishment of so many hospitals, asylums and other 
benefactions, the historical feature of significance for us 
at the moment is that in the year 1745 both the London 
Hospital and the “Rotunda” were guided in the best medical 
tradition by a doctor of outstanding character and ability. 
Bartholomew Mosse, the founder and first master of the 
Rotunda Hospital, was evidently a man of many parts, and 
he exemplified in his work the true humanitarian spirit of 
the age. His professional skill and his determination to 
alleviate some of the dangers and sufferings of child-birth 
for the less fortunate women of Dublin helped to pave 
the way for such a long period of usefulness to the com- 
munity and leadership in the art and science of obstetrics 
for which the hospital has always been renowned. The 
unconventional methods he employed to achieve his early 
ambitions and to establish the hospital upon a safe founda- 
tion are amusingly retailed in the early chapters of the book. 

The two opening sections deal with biographical details 
of the masters of the hospital in chronological order, and 
the way in which improved social conditions and scientific 
advances helped to mould administrative changes, to cause 
a revision of obstetrical practice and to create the need for 
further building extensions. The rest of the book, by far 
the greater part, is taken up with an account of the 
struggle against puerperal fever, the development of 
operative midwifery, anesthesia and gynecology, and the 
more or less successful efforts made to grapple with the 
perennial problem of eclampsia. The author has greatly 
enhanced the value of his book by demonstrating the 
connexion between hospital practice at the Rotunda and new 
scientific trends as they originated in other parts of the 
world. For this reason the book has far more than a local 
interest; it is an interesting contribution to the literature 
of medical history, in spite of the few eccentricities in the 
method of presentation. 

There are many good portraits of the masters of the 
Rotunda, who have helped to shape its destiny during the 
twe centuries that have passed, and a number of clear 
pictures illustrating the growth of the hospital from its 
inception ‘to the modern institution of the present day. 
The index, however, leaves much to be desired and is 
inadequate for the purpose of reference. 





THE LOUSE. 





For a very comprehensive account of the pediculus, that 
ubiquitous companion of man, including all phases of its 
life, the scientific reader need look no further than “The 
Louse”, by Patrick A. Buxton.’ Pediculus humanus is 
unique in that it is the only creature that accepts man and 
man alone as its host, and it is so discriminating that it 
dies if separated from its unwilling associate. Further, the 
louse breeds only in close contact with its host, and for 
-any inquiring zoologist who might wish to breed the creature 
full details are given together with the description of 
compact “hatching pens” made from pill-boxes, which may 
be worn upon the lower extremity either above or below 
the knee. 

Excellent enlarged photomicrographs make the anatomical 
details very easy to follow from the text, and the physio- 
logical details are given so exactly that it is obvious that 
the author has devoted a good deal of research to his 
subject. Along with the mosquito and the flea the louse has 
caused untold misery to man and epidemics of typhus have 
been just as destructive as those of plague. During the 
recent war years the incidence of this disease was greatly 
lowered by the discovery of what the author terms an ideal 
insecticide, namely, “D.D.T.”, and full instructions are given 
for the most efficient use of this destroying agent against 
the pest. 

This book can be recommended as a most entertaining and 
instructive treatise and the author is to be commended for 
producing such an engrossing work. 

1“The Louse: An Account of the Lice which Infest Maa, 


their Medical Importance and Control”, by Patrick A. Buxton, 7 
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“THE DOCTOR’S MISSION.” 


Durine recent years it has been realized by an increasing 
number of people that the work. of a medical practitioner 
does not consist solely in the cure of those who are ill, 
or even in the prevention of disease. The province of 
those who practise medicine is stated to include everything 
that has to do with the bodily and mental health and well- 
being of man. This covers almost every human activity, 
and indeed most senior general practitioners will declare 
from their personal experience that there are very few 
things that can happen to man or woman about which 
their advice at one time or another has not been sought. 
The doctor is not called upon to help the individual only; 
his activities have an extensive communal significance, 
and this is shown by the ramifications of modern industrial 
and social medicine. In his well-known book “Man the 
Unknown” Alexis Carrel declares that medicine is the 
most comprehensive of all the sciences concerning man, 
but that it is far from apprehending its object in its 
full extent. Medicine has, he points out, received from 
anatomy, physiology, psychology and pathology the “more 
essential elements of the knowledge of ourselves”. It 
could easily enlarge its field, embrace, in addition to body 
and consciousness, their relations with the material and 
mental world, take in sociology and economics and become 
the very science of the human being. “Its aim, then, would 
be not only to cure or prevent diseases, but also to guide 
the development of all our organic, mental and sociological 
activities.” Carrel goes on to speculate on the possible 
development of a superscience in which medicine would 
be able to supply modern society with engineers under- 
standing the mechanisms of the body and soul of the 
individual and of his relations with the cosmic and social 
world. This interesting possibility need not detain us at 
the moment; of importance at present is the idea that 
Practitioners of medicine are cast for activities that extend 
beyond the immediate confines of disease. 

This idea has been expressed in a telling fashion by 
J. R. Learmonth, Regius Professor of Clinical Surgery and 
Professor of Surgery in the University of Edinburgh, in 





an address to new medical graduates at Edinburgh in July 
of this year.’ In the first sentence of his address he states: 
“At once you must abandon any idea that you are to confine 
your work to medical practice.” Nothing could be more 
straightforward and definite than this. There is some 
significance also in the fact that such a statement should 
be made by a surgeon, for surgeons have sometimes been 
looked on as rather soulless people to whom the sobriquet 
of “human carpenter” is applicable. Our surgeon author 
refers to a statement by his hero educationist, A. N. 
Whitehead, that the life of man is founded on technology, 
science, art and religion, and that all four are inter- 
connected and issue from man’s total mentality. He then 
told his graduands that it was with the life of man that 
their work would lie. They would, he said, be concerned 
with the care of the sick and with the prevention of 
disease, both physical and mental. He believed, however, 
that their experience in the university had fitted them to 
help to promote that part of the total life of man which 
was founded on science. It was his contention that their 
work should include an attempt to acquaint the members 
of their communities with broader aspects and broader 
values of scientific work, and thus to secure for science 
a place in the foundations of human activity and of human 
conduct. It was merely a place for science that had to be 
sought, because it would be wrong or misleading to claim 
for science a disproportionate place in the pattern of 
life—the knowledge of human relationships was so incom- 
plete that he would be a bold man who essayed to define 
the relative importance of science, or of technology, or of 
art, or of religion. Learmonth put before his audience a 
mission of no mean order. If medical practitioners 
entering freshly on their work are to promote the whole 
life of their patients (those among whom they live) and 
especially the part that has to do with science, they must 
themselves be specially equipped, and with qualities not 
always attainable by slavish adherence to a university 
curriculum. Learmonth makes two provisos. The first is 
that they will need to live for some time in the outside 
world and to take heed of what goes on around them 
before they will be acceptable to their fellow citizens as 
interpreters of scientific matters. The second is that they 
will need to keep abreast of all that may modify their 
“apostolic mission”—new ideas, new armamentarium, new 
methods, approaching these with open minds and with 
critical interest. On this, of course, too much cannot be 
said. The outcome will depend on the fundamental attitude 
of the practitioner—why he is practising medicine, whether 
he is merely earning a living or whether, with some 
sense of basic values, he has the ultimate welfare of the 
community at heart. To one of the first order—the earner 
of a respectable living—the words of a leader and teacher 
such as Learmonth will mean nothing. To the welfare 
seeker Learmonth offers encouragement. He makes one 
or two valuable suggestions. In regard to cults he advises 
that no start to overcome prejudices should be made by 
provoking uncompromising opposition. He points out that 
public opinion does not necessarily reflect that of the most 
intelligent citizens. This needs no emphasis today when 
personal advantages and those of a political party may be 
the obvious reason for a firmly entrenched attitude or 
position. The average man has the most influence with 
the average man, and Learmonth advises that all educa- 
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tional campaigns should be directed at this type of person. 
And there are many unavoidable and unrecognizable causes 
that may influence the attitude of the average man— 
“lassitude, affability, personal affection or dislike, mis- 
understanding, deafness, incomplete command of a foreign 
language, vanity, social engagements, interruptions, and 
momentary states of health’. Learmonth sums up his 
advice by suggesting that his audience should merge their 
professional problems with those of the society in which 
they find themselves, and that they should include in their 
scientific mission personal, social and economic problems 
as well as vocational problems. He suggests that the task 
will be made easier if the qualities set down by Francis 
Bacon are cultivated: “Desire to seek; patience to doubt; 
fondness to meditate; slowness to assert; readiness to 
reconsider; carefulness to dispose and set in order; neither 
affection for what is new, nor admiration for what is old; 
and hatred of every kind of imposture.” : 
From time to time in discussions on different aspects 
of medical practice we hear something about the tradition 
of medicine and the history of what has been accomplished 
over the centuries. We have seen that what we may call 
the content of medicine is becoming wider and wider and 
we have noted that a university teacher in Scotland can 
put before an audience of graduands sentiments and argu- 
ments that, dealing with medicine in its wider content, 
are charged with encouragement and challenge. If the 
whole affair had to be boiled down and expressed in a few 
words, these would refer to the welfare of the patient, 
both as an individual and as a member of the community. 
This is something that has to be remembered not only by 
graduands but by all members of the medical profession. 
There is much talk nowadays about the creation of an 
adequate medical service, about the control of such a 
service and about the nationalization of medicine. What 
is known as the doctor-patient relationship is discussed 
and the retention of this confidential and dependable state 
is declared to be indispensable; freedom is insisted on as 
the essential basis of any arrangement that may be made. 
In all these discussions the first and underlying con- 
sideration must always be the welfare of the patient. We 
may conclude that if those who follow the calling of 
medicine will make the welfare of the patient the main 
objective of all their strivings, all other things necessary 
will be added to them. In every aspect of medicine— 
medical politics as well as the eduction of the public—the 
qualities, described by Francis Bacon four hundred years 
ago, which have been quoted, will, if cultivated, unfailingly 
bring their own reward. 


<i 
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Current Comment. 








PSYCHOLOGICAL FACTORS IN THE CAUSATION 
OF ULCERATIVE COLITIS. 





Ir we were now in the times when the schoolmen 
dominated thought and learning, we should perhaps be 
plunged into arguments about the exact meaning of 
medical terms. Without our going back to the use of 
a logical razor to split hairs, it might be perhaps well 
sometimes to reflect on what we mean by the etiology 
and the pathogenesis of disease. It is possible to accept 
the validity of factors concerned in the former without 
pretending to a complete knowledge of the latter. 


interest not only because of its severity and its threats 
to comfort and to life, but also because of the difficulty 
of understanding many features of its course. It is now 
well recognized that psychological elements are concerned 
in the inception, continuance and recurrence of its charac- 
teristic pathological changes, but there is still a tendency 
for two schools of thought to range themselves in different 
camps. The observations of Hurst after the 1914-1918 
war, though interesting, were really irrelevant, and 
diverted attention from the wider issues. There is no 
need now to traverse the literature: the search for specific 
bacterial causes in the colon, with their inconsiderable 
effect on therapy, the renewed emphasis on treatment, 
leading to more or less heroic surgical measures, and 
latterly the claiming of the field in part at least by the 
psychiatrists are familiar to all who are concerned with 
helping the unfortunate victims. From Amsterdam has 
recently come a detailed study of a small but carefully 
studied series of patients by J. Groen. 

The chief method employed in this psychological 
investigation was a simple but carefully elaborate recon- 
struction of the patients’ life histories, particular 
attention being paid to the events in their emotional 
lives shortly before the onset or recurrence of the disease. 
Certain similarities and analogies became apparent on 
comparing these histories, which, as the author claims, 
were really a form of biographic anamnesis. No special 
techniques such as dream analysis or analysis by free 
association were used; but we must agree with Groen 
when he claims that the taking of such a history requires 
as much training and experience as the handling of any 
scientific instrument. To this we might add that the 
degree of personal error will also vary with the user’s 
experience and capacity. Certain general conclusions 
were reached by the author. He found that all the patients 
were of the intellectual type, careful and neat of habit, 
rather “finicky’’, over-sensitive, extremely egocentric, yet 
with a hesitant attitude towards their own value. 
Ambition was limited in them, and they were fearful 
and lacking in aggression. They evidenced a great need 
of affection and love, yet their conception of love was 
somewhat unreal and infantile. Finally it was with 
difficulty that they were induced to speak of their lives, 
even though it was made clear to them that the doctor 
would only listen and understand and not condemn, and 
the conflicts that were only too apparent to the examiner 
were usually denied. Emotional conflicts were revealed 
in these histories before the onset of the initial and sub- 
sequent episodes of colitis. These were often accentuated 
by the fixations of childhood and adolescence, which were 
always on the mother and often combined with a dread 
of the father. It seemed on reviewing the sequence of 
events that the patient, owing to some external reason, 
found himself in a situation which he felt unable to 
discuss with anyone, with which he could not cope, and 
from which he was powerless to escape. Lest it be thought 
that these patients merely had a nervous diarrhea, 
investigation revealed the usual damage to the mucosa 
of the colon, and in fatal cases this was confirmed by 
autopsy. Groen emphasizes that the character of such 
patients alone is not enough to produce disease of the 
colon, but he lays stress on the significance of episodes 
of conflict and psychological trauma in relation to the 
organic episodes of visceral trauma. He claims that 
psychotherapy was remarkably successful in _ several 
instances. It is certainly interesting and perhaps 
relevant that many physicians have obtained their best 
results by simply keeping such patients in hed, correcting 
obvious deficiencies such as anemia, giving a full, soft, 
palatable diet and refraining from any local treatment 
to the bowel. 

Groen concludes his article by attempting to reconstruct 
the chain of events in the body following on the initial 
general upset. He assumes that the well-known diarrhea 
associated with nervousness may become chronic if the 
nervous stimuli are continued, and quotes the experiments 
on animals in which the administration of parasympatho- 








Ulcerative colitis is a disease which has aroused keen 


1 Psychosomatic Medicine, May-June, 1947. 
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mimetic drugs produced spasm of the colon, followed by 
ischemia, and finally by erosions and bleeding. He 
suggests that this concept may reveal the anatomical 
substratum to both causation and treatment. Of course 
he freely admits that none can deny the connexion 
between well-established bacterial and chemical causal 
agents of disease and the anatomical lesions they produce, 
but -holds that this connexion cannot always be under- 
stood. A good deal of literature has been written on 
this aspect of ulcerative colitis: without being extreme 
in our advocacy of diencephalic syndromes in relation to 
certain pathological states we can listen to the cry of 
Roger Bacon, the great protagonist of the experimental 
method: “Look at the world.” 





PSYCHIATRY AND SURGERY. 


A Goop deal of what rejoices in the name of “psycho- 
somatic medicine” is not new. It is part of that sound 
doctor-patient relationship cultivated by competent 
medical men of all ages. Nevertheless, the psychiatrist’s 
analysis of this relationship can be useful. If he attempts 
to reduce an essentially human contact to a formula 
the result will be only ridiculous, no matter how long 
are the words used and how esoteric the phrases. If on 
the other hand he can lay his finger on the essential 
principles in a technique of approach evolved through 
years of varying experience and enable the less experi- 
enced practitioner to appreciate them, then he has 
performed a very real service. This was apparently the 
object of Smiley Blanton and Virginia Kirk of Vanderbilt 
University Medical School in a psychiatric study which 
they made of sixty-one patients who underwent appen- 
dicectomy.1 The patients were white men and women, 
all between the ages of sixteen and fifty-five years, from 
the Middle Tennessee hill section, where the charac- 
teristic temperamental expression of the people is one 
of reserve and great outward emotional control. Pre- 
operative studies were of necessity limited in most cases 
(though an effort was frequently made to allay anxiety 
and aid the patient’s adjustment to the conditions of 
operation), but after operation the investigators secured 
detailed personal and family histories, submitted the 
patients to various special intelligence and psychological 
tests, and carried out a sort of modified mental analysis 
designed not only to contribute to the investigation but 
to assist the patient in his personal problems and in his 
convalescence. 

Blanton and Kirk are of the opinion that the majority 
of patients today, even those from backward areas, have 
confidence in a surgeon and face a surgical operation 
with relatively little conscious anxiety. On the other hand 
they feel that the unconscious mind does not so readily 
accept a situation in which the patient is entirely in the 
surgeon’s hands and probably under general anesthesia 
(“a death-like state’), and so unconscious anxiety 
remains. This is partly counterbalanced or coloured by 
other factors; the operation is often to the patient a 
dramatic episode in a dull life, a means of rest, attention 
and care for the hard-worked and poverty-stricken, or, 
80 the psychiatrists assert, a procedure in which the 
patient with 2 deep-seated sense of guilt for some real 
or imagined sin effects a wished-for atonement in symbolic 
form. For some neurotic women it represents abortion 
or delivery, the fulfilment of an unconscious wish. Some 
are relieved to be free of an organ which they regard as 
a potental threat to their health. 

_The sixty-one patients were subdivided first by their 
Mental attitude and secondly by the diagnosis of their 
abdominal condition. Thirty-one were classed as non- 
neurotic and thirty as neurotic. Of the non-neurotic 
group, fourteen showed no great anxiety and regarded 
the operation as a welcome release from their pain; 
nine showed some pre-operative anxiety which completely 





‘Annals of Surgery, September, 1947. 





disappeared after operation; eight had a considerable 
amount of repressed anxiety, their dread of operation 
being temporarily “blocked off’? by the severe pain and 
tending to reassert itself when pain was relieved. In 
the neurotic range were eleven patients with some form 
of hysterical reaction often detected only after recovery, 
and nineteen patients with a long-standing anxiety 
neurosis which was heightened rather than diminished 
by the experience of a surgical operation. 


Two main diagnostic groups were made. The first 
consisted of 44 patients, suffering from either frank 
acute appendicitis (36 patients) or other abdominal con- 
ditions sufficient to cause an appendicitis-like pain (eight 
patients). The second group consisted of those with 
“chronic recurrent appendicitis” (four patients) and those 
with “undiagnosed disease of the abdomen’, that is, 
those in whom no pathological condition of the appendix 
or other abdominal organs was found (thirteen patients). 
It may or may not be significant that all the patients 
of the second group were in the neurotic range. 

The detailed analysis of this small series probably has 
little absolute value, but the attitude behind it is stimu- 
lating. Blanton and Kirk are expressing sound sense 
when they assert that “the surgeon should not be satisfied 
with only a mechanical operation upon the body which 
often fails to get the patient well’. This is true whether 
the symptoms are of organic or of emotional origin. 
Before operation the surgeon should see the patient and 
offer such explanation of the operation and reassurance 
as are appropriate to the patient’s mentality. After 
operation psychological studies will act as a guide to 
suitable after-treatment, especially where no clinical or 
pathological abnormality has been found. Follow-up 
treatment by a social worker after the patient leaves 
hospital may be necessary and will help to make recovery 
complete. These are not psychiatrist’s “pipe dreams”. 
They are really only an elaborate expression of the normal 
practice of the best type of surgeon. In a busy hospital 
the assistance of psychiatrists may be helpful and even 
essential; but the basic fact in it all is the establishment 
of the patient’s faith in the doctor, the development of 
rapport or, as the psychiatrist likes to call it, emotional 
transference. The argument can be summed up by saying 
that success may be expected when we look to the surgeon 
to cure the patient and not merely to the operation to 
cure the disease. 





THE CINEMA HABIT IN ENGLAND. 


AN interesting statement appears in The Times (London) 
of September 23, 1947, on what it calls “the cinema habit” 
in Great Britain. Information on the attendance at 
cinemas of persons over sixteen years of age has been 
collected in a “social survey” after an inquiry made in 
March and October, 1946. The time for the survey should 
be noted, as it was neither in the middle of summer nor 
in the depth of winter. It was found that of the adult 
population 32% went to the cinema at least once a week, 
and 13% went more than once a week. Of children of 
school age 65% went to the cinema once a week or more 
and only 5% did not go to the cinema at all. Women were 
slightly more inclined to visit the cinema than men. Of the 
total adult cinema audience 37% were people varying in 
age from 16 to 29 years. The cinema attracts large 
numbers from every walk of life. The higher paid sections 
of the “working class’ were found to go to the cinema 
rather more frequently than others. Other facts are given, 
but need not concern us. The point about these figures 
is that they emphasize the potential value of the cinema 
in regard to any health or preventive medicine propaganda 
that may be introduced into ordinary cinematograph pro- 
grammes. On the economic side it may be noted that the 
average price paid by adults for a seat was one shilling 
and ninepence. On the basis of the survey in question it 
is estimated that the expenditure of the civilian population 
in Britain at the cinema is something over £100,000,000 
@ year. 
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Abstracts from Medical 
Literature, 


PATHOLOGY. 


The Sympathicoblastoma Cultivated 
In Vitro. 


AccorpinG to Margaret R. Murray and 
Arthur Purdy Stout (The American 
Journal of Pathology, May, 1947) the 
cultivation of the sympathicoblastoma 
in vitro provides a more rapid as well 
as a more certain means of identifying 
this tumour than the customary histo- 
logical section methods Frozen 
sections are often unsatisfactory; they 
are particularly unreliable in  dis- 
tinguishing the sympathicoblastoma 
from members of the lymphosarcoma 
group or from the small-celled carcino- 
mata. Small fragments of the tumour, 
isolated in the medium of clotted 
plasma, can be counted on to produce 
neuritis within twenty-four hours. 
This faculty, coupled with the tendency 
to marginal necrosis and the affinity 
of the tumour cells for neutral red 
applied supravitally, provides a very 
satisfactory means of differential diag- 
nosis between this tumour of nervous 
origin and the lymphosarcomata and 
Ewing’s tumour with which it is some- 
times confused clinically. As cultiva- 
tion is continued for from two to five 
days, the whole picture becomes 
increasingly. clear and_ distinctive. 
There is great advantage in being able 
to see the whole cell with all its pro- 
cesses and extensions, as well as the 
characteristic patterns in which the 
cells group themselves. When this can 
be done the. sympathicoblasts present 
a very different appearance from 
lymphocytes or lymphoblasts or from 
small carcinoma cells. Of the eight 
tumours which the authors have studied 
in vitro, two have occurred in adults, 
aged thirty-three and fifty-nine years 
respectively. Because of their equivocal 
histological features these could not 
be accepted as unquestionable 
sympathicoblastomata without the 
examination in vitro. 


Antecedent Jaundice in Cirrhosis of 
the Liver. 


Rospert Howard AND CrEcmL JAMES 
Watson (Archives of Internal Medicine, 
July, 1947) state that in the material 
studied by them a history of a previous 
episode of infectious hepatitis was 
obtained in a significantly greater pro- 
portion of patients with cirrhosis than 
in a similar group without hepatic 
disease. This lends support to the 
concept that in certain cases the 
hepatitis runs a chronic or recurrent 
course, ultimately leading to the clinical 
and pathological picture of cirrhosis 
of the liver. No attempt has been made 
to determine the proportion of cases of 
infectious hepatitis in which cirrhosis 
ultimately develops, but there is little 
doubt that this is small. On the other 
hand when cases of cirrhosis are con- 
sidered, hepatitis is believed to be a 
precursor in a significant number. The 
study also emphasizes the importance 
of taking into account the type of 
material on which conclusions are 
based, as to etiological factors in the 
production of cirrhosis. In the present 
series of cases of cirrhosis which was 
widely drawn from rural communities 




















the incidence of alcoholism among the 


_subjects was relatively low, while that 


of antecedent hepatitis was relatively 
high, in contradistinction to previously 
reported series from large municipal 
hospitals in which the reverse was true. 


Adnexal Carcinoma of the Skin. © 


Accorpinc to Nathan Chandler Foot 
(The American Journal of Pathology, 
January, 1947) a study of the struc- 
ture of early examples of “basal cell 
carcinoma” indicates that this neoplasm 
originates in distorted primordia of 
dermal adnexe rather than from 
ordinary epidermal basal cells. The 
tumour imitates the embryonal develop- 
ment of hairs, and of sebaceous and 
sudoriferous glands. The reasons for 
these assumptions are as follows. (i) A 
recapitulation of the histogenesis of 
dermal adnexz is present in the 
majority of the tumours. (ii) There is 
a distinct similarity in the architecture 
of the growths to that of these adnexz 
in their adult state: abortive hairs are 
formed; abortive sudoriferous ducts 
may be observed in some instances; 
there is a copious and complex develop- 
ment of neurofibrille in the stroma of 
the tumours, comparable only to that 
seen in adult normal adnexe. (iii) The 
indications are that a given adnexal 
tumour may take origin from any or 
all three types of adnexal primordia. 
(iv) Metastases in lymph nodes undergo 
the same type of differentiation and 
form the same abortive adnexal struc- 
tures as are found in and produced by 
the primary tumour from which they 
have come. 


Polycystic Disease of the Kidney. 


GRAPHIC RECONSTRUCTIONS of polycystic 
kidneys of the newborn by P. P. 
Lambert (Archives of Pathology, July, 
1947) have shown that the cysts are 
closed cavities consisting of distended 
nephrons which are isolated from the 
pelvis, a conclusion which agrees with 
the opinion of previous investigators. 
The same method of examination 
applied to the adult type of the poly- 
cystic disease showed glomerular cysts, 
which appeared as closed cavities, 
and tubular cysts, which had developed 
in the course of the nephrons. When 
the cystic nephrons were examined in 
serial sections and in their recon- 
structed continuity, it was found that 
most of them were completely developed 
and connected in the usual way with 
the collecting tubules and that these 
opened freely into the pelvis. The 
tubular cyst appeared in the course of 
the proximal convoluted tubules, in 
Henle’s loops, in the distal convoluted 
tubules, and also in the medulla along 
the course of the collecting tubules. 
From the morphological point of view 
it therefore seemed that they might 
well have retained a part of their renal 
function. This was investigated by 
physiological methods. Inulin appeared 
in the cysts after its intraperitoneal 
injection, an indication of glomerular 
filtration. The fluid from the cystic 
tubules was found to have the essential 
characteristics of the urine. Its 
creatinine level was typically many 
times higher than that observed in 
the blood, an indication that water was 
being absorbed by the cystic nephrons. 
The same observation was found to be 
true of urea. Moreover, a back diffusion 
of urea could be demonstrated in the 
cystic nephrons similar to that which 
occurs in the normal nephron. Although 











the fluid of the cysts contained smali 
amounts of glucose, the concentration 
of this component increased after the 
injection of phlorrhizin. Lastly, col- 
loidal substances injected directly into 
the cyst were stored in the cells of the 
convoluted tubule, which showed that 
this peculiar function of the proximal 
convoluted tubule had persisted in the 
cystic nephron. 


Mummified Epidermal Cysts. 


AccorpInG to Lester S. King (The 
American Journal of 
January, 1947) the term 
epithelioma”, as used in the literature, 
has been applied to two clearly separ- 
able types of lesions having one feature 
in common, namely, masses of non- 
viable squamous-appearing cells of 
mummified appearance. These mum- 
mified masses contain clearly defined 
cell membranes and faint nuclear 
shadows. There may or may not be 
deposition of calcium granules, and 
rarely iron pigment may also be seen. 
In the first type of “calcified 
epithelioma” the mummified material 
is present within a fibrous stroma 
which may show metaplastic ossifica- 
tion. This type may be traced to 
simple epidermal cysts through succes- 
sive steps of dyskeratosis of the lining 
epithelium, production of cornified 
material preserving cell outlines and 
contrasting sharply with the usual con- 
tents of epidermal cysts, disruption and 
disappearance of the epithelial layer 
and invasion of cyst contents by 
granulation tissue, resistance of 
the peculiarly cornified (mummified) 
material to lysis, and its persistence 
in the face of vigorous organization 
elsewhere. Calcification enhances the 
permanence of the mummified material. 
The second type of lesion shows 
characteristics of basal-cell carcinoma, 
with areas of squamous differentia- 
tion and production of mummified 
keratinized material. Such lesions may 
recur if operative removal is incom- 
plete. The term “calcified epithelioma” 
is a complete misnomer and should be 
abandoned. For the first type of lesion 
the name “mummified epidermal cyst” 
is suggested by the author; for the 
second “basal carcinoma with mum- 
mification”’. 


Histopathology of Monocytic 
Leuchzmia. 


A DETAILED study was made by Peter 
A. Herbut and Franklin R. Miller (The 


American Journal of Pathology, 
January, 1947) of the histopathological 


changes in eight cases of monocytic 
leuchemia, and it was shown 
that reticulo-endothelial cells are 
unquestionably the precursors of mono- 
cytes. Their demonstrable prolifera- 


tion and transition to the freely 
circulating cell appear to depend upon 


the age of the patient and the degree 
of stimulation. A fulminating course 
in a young person will produce ex- 
tensive reticulum hyperplasia, because 


the maturation of the cells cannot keep 
pace with proliferation. In an older 


person a similarly acute course will 


produce less hyperplasia, because thé 
tissues are less adaptable to prolifera- 


tion. In the latter, as well as in 


protracted conditions, there is a more 
subtle and complete transformation of 


the reticulo-endothelial cells into mon0- 


demonstrate. 
reticulo-endothelial cells, the Kupffer 
cells of the liver were seen to partici- 
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pate in the formation of monocytes in 
some cases. All transitions from initial 
swelling to complete extrusion into the 
sinusoidal lumina were encountered by 
the authors. In this series a hetero- 
geneous accumulation of leucocytic 
elements, producing a picture resemb- 
ling Hodgkin’s disease, was found in 
the acute conditions. This is in con- 
trast to the reports in the literature in 
which this feature is described as 
occurring in the subacute and chronic 
forms of the disease. 


Splenic Anzemia and Chronic 
Thrombosis of the Portal Vein 
and its Tributaries. 


Mavis P. KELsey, HAROLD E. ROBERTSON 
aND HersertT Z. GutFFIN (Surgery, 
Gynecology and Obstetrics, September, 
1947) state that a well-established cause 
outside the spleen can be found to 
account for chronic disease of the 
splenic or portal veins in most cases. 
No evidence was found which indicated 
that toxins liberated by the spleen 
caused the venous disease. The most 
common type of lesion in the veins 
in chronic disease of the portal vein 
is chronic thrombosis. In the cases 
of severe so-called phlebosclerosis the 
condition is the result of old 
thrombosis. Neoplastic invasion occurs 
in a few instances and atherosclerosis 
in a rare case. In the majority, but 
not all, of the cases of chronic disease 
ef the splenoportal veins spleno- 
megaly is associated. Several factors 
other than portal obstruction influence 
the size of the spleen in these cases. 
Those which tend to limit the degree 
of splenic enlargement are_ splenic 
infarction with parenchymal destruc- 
tion, advanced age of the patient, well- 
developed collateral circulation and 
brief duration of the obstruction. 
Cirrhosis of the liver often produces 
splenomegaly and the complete clinical 
picture of splenic anzemia, but the pure 
chronic passive congestion of pro- 
longed heart failure does not produce 
splenomegaly. Splenic anemia is not 
a specific disease entity. The syndrome 
can be produced by a number of 
diseases; the most common are chronic 
splenoportal thrombosis and hepatic 
cirrhosis. 


MORPHOLOGY. 


Lymph Node Regeneration. 
W. J. Furuta (The American Journal 


of Anatomy, May, 1947), in a compre-’° 


hensive experimental study of lymph 
node regeneration, removed the pop- 
liteal node of 152 rabbits, ranging in 
age from three days to three and a 
half years. Neoformation of lymph 
nodes took place at the site of excision, 
but this neoformation was dependent 
on the age of the animal. Although 
it occurred in about 50% of young and 
nhear-adult animals, the optimum age 
Tange both as to incidence and to 
quality of structural differentiation was 
approximately from forty-five to sixty 
days, The inclusion of specimens which 
Contained only unorganized lympho- 
reticular islands shows that the 
potentiality for regeneration remains 
at a much higher level (approximately 
80% to 90%) in the young and near- 
adult animals. Re-formation of lymph 
Nodes in adult animals (aged eight 
to fifteen months) was negligible. Its 
resurgence, however, in senile rabbits 





(aged two to three and a half years) 
was inconclusive because of the limited 
number of specimens available for 
study. The sequence of events in re- 
formation generally simulates’ the 
normal morphogenesis of the original 
lymph node. The Anlage begins as a 
small island of mesenchymal cells 
(ympho-reticular tissue) in the vicinity 
of the reestablished lymphatics, and 
differentiates into a lymphatic nodule. 
The conversion of the latter into a 
true node requires about three to four 
weeks. The completed nodes of 
regeneration possess a lymphatic by- 
pass or shunt, a feature which was 
found to be specific for them. 


Sensory Fibres in the Hypoglossal 


Nerve. 


A. A. TARKHAN AND I, ABOU-EL-NAGA 
(The Journal of Anatomy, January, 
1947) have investigated the origin and 
course of the afferent component of 
the hypoglossal nerve. They have found 
that section of the hypoglossal rootlets 
of the dog leaves unaffected a certain 
number of: myelinated fibres. These 
presumably constitute the afferent com- 
ponent of this nerve. In the trunk of 
the nerve the number of afferent as 
compared to efferent fibres is pro- 
portionately smaller than in other pre- 
dominantly motor nerves. Removal of 
the upper three cervical spinal ganglia 
of the dog results in no degeneration 
in the fibres of the hypoglossal nerve. 
The ganglion nodosum contributes a 
certain amount of fibres to the hypo- 
glossal nerve. The number of these 
fibres seems to be inversely propor- 
tional to the number of ganglionic cells 
on the hypoglossal nerve. Sensory cells 
on the trunk of the hypoglossal nerve 
are frequently present in the dog. They 
occur both singly and in ganglionic 
collections. It is suggested that 
peripherally these afferent fibres run 
entirely through the hypoglossal nerve, 
while intracranially they enter the brain 
mostly with the vagal fibres. 


Supporting Tissue in Autonomic 
Ganglia. 


A. Kuntz and N. M. SuLkKIn (The 
Journal of Comparative Neurology, 
June, 1947) present additional data 
regarding the cytological structure and 
the relationships of the supporting cells 
in the autonomic ganglia, including the 
capsule cells, and their behaviour in 
the presence of various stimulating 
factors. The ontogenetic relationships 
of the supporting tissue in autonomic 
ganglia were not fully known; for 
example, capsule cells have been 
described as endothelial elements, as 
homologues of the neurilemma cells, 
or as peripheral neuroglia. The present 
authors state that the interstitial tissue 
of the autonomic ganglia, including the 
ganglion cell capsules, is made up 
mainly of cells which appear to be 
homologous with the oligodendroglia 
in the central nervous system, and non- 
collagenous fibres. The ganglion cell 
capsules typically consist of a single 
layer of flat cells with few cytoplasmic 
processes. The extracapsular inter- 
stitial cells are related to the dendrites 
of the ganglion cells in a manner com- 
parable to that in which the neuroglia 
in the central nervous system is related 
to the axones and dendrites of central 
neurones. Hyperplasia of the inter- 
stitial tissue including the capsule cells 


has been induced in laboratory animals ' 


| 


by prolonged faradic stimulation of pre- 
ganglionic fibres. It is also a common 
Phenomenon associated with various 
pathological states in man. The cells 
in question undergo amitotic division. 
Under conditions of hyperplasia, some 
interstitial cells assume spheroid forms 
and appear to be devoid of processes. 
Some cells which become detached from 
the capsular wall assume _ spheroid 
forms and encroach upon the ganglion 
cell. Concavities arise in the periphery 
of the ganglion cell body at the points 
of contact with the spheroid cells. 
These concavities gradually increase 
in depth as the spheroid cells sink 
more deeply into the ganglion cell body. 
This involves dissolution of some of the 
cytoplasm of the ganglion cell. There 
is no evidence that the spheroid cells 
are phagocytic in the ordinary sense; 
consequently, the dissolution of the 
ganglion cell cytoplasm appears to be 
accomplished by a cytolytic process. 


Ameebid Movement. 


P. P. H. DE Bruyn (The Quarterly 
Review of Biology, March, 1947) states 
that the various theories of amceboid 
movement which have been proposed in 
the course of time have been closely 
related to prevailing concepts of proto- 
plasmic structure. The early theories 
of amceboid movement were based on 
the general protoplasmic property of 
contractility. To explain the physical 
basis of the contraction process, a con- 
tractile reticulum was postulated as 
the essential feature of protoplasmic 
structure. However, no _ conclusive 
microscopic evidence could be found 
for such a structure, so the early con- 
tractility theories of amceboid move- 
ment gave way to surface tension 
theories. In these, amoeboid movement 
was seen as analogous to the behaviour 
of a drop of fluid under the influence 
of a local lowering of the surface 
tension. The validity of these theories 
was questioned in turn when it was 
found that the currents in such drops 
were not entirely like the currents 
in an ameeboid moving cell. After the 
fact had been demonstrated that the 
protoplasm at the surface was not in a 
fluid state, making inapplicable con- 
siderations regarding the surface 
tension at liquid interfaces, the surface 
tension theories became untenable. The 
introduction of colloid chemical con- 
cepts permitted for the first time an 
accurate description in colloidal terms 
of the protoplasmic processes in 
ameceboid movement, and the impor- 
tance of reversible sol-gel changes was 
established. The present theories of 
ameceboid movement resemble the early 
contractility theories in that proto- 
plasmic contractility is again thought 
to be the locomotor force. The manner 
by which ameboid moving cells pro- 
gress has been established by observa- 
tions on the movement of the different 
parts of the protoplasm, relative to 
each other and to points outside the 
cell. From these observations it has 
been concluded that the contractility 
of the plasma gel is largely responsible 
for the movement. To explain this 
process of contraction, protoplasm is 
conceived to be a _ three-dimensional 
network of protein chains, linked 
together by cross-linkages of the side 
chains. In such a structure contraction 
may occur either by a rearrangement 
of the side chain connexions, resulting 
in a narrowing of the meshes of the 
molecular reticulum, or by a folding 
of the protein chains themselves. 
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SCIENTIFIC. 








A MEETING of the Victorian Branch of the British Medical 
Association was held at the Geelong Hospital, Geelong, on 
Saturday, July 26, 1947, Dr. A. E. Coates, the President, in 
the chair. The meeting took the form ‘of a number of 
clinical demonstrations conducted by members of the staff 


of the hospital. 
Fracture of Cervical Vertebrez. 


Dr. Heriot ROLAND demonstrated from skiagrams, case 
histories and patients the details of the methods he adopted 
for the care of patients with fracture of cervical vertebre. 

Dr. Roland first showed a male patient, aged thirty-one 
years, who had been injured in a motor bicycle accident on 
November 6, 1945. It was found that he had sustained a 
fracture-dislocation of the spine of the fifth cervical vertebra 
with paraplegia. The condition was treated by skeletal 
traction by calipers applied to the skull. Reduction of the 
dislocation and good alignment of the fracture were obtained 
and retained later by immobilization in plaster. The patient 
appeared to have made a satisfactory recovery from the 
severe damage. 

The second patient, a male, aged seventeen years, had 
sustained a crush fracture of the fifth and sixth cervical 
vertebre with paraplegia in a diving accident on November 
2, 1945. Dr. Roland described the completeness of the 
recovery after treatment by hyperextension of the neck and 
immobilization in plaster for three months. 

Dr. Roland’s third patient, a man, aged twenty-six years, 

had, in another diving accident, grossly damaged the 
fourth and fifth cervical vertebre with fracture-dislocation 
and complete paraplegia. Treatment by traction and hyper- 
extension of the neck had been carried out, but the patient 
died. 
The fourth case described by Dr. Roland was that of a girl, 
aged seventeen years, who, in a motor-car accident, had been 
thrown out onto her head; this caused fracture-dislocation 
of the atlas and axis and some slight cord involvement. She 
had made a good recovery after traction and hyperextension 
of the neck; but from recent skiagrams it was demonstrated 
that there was some recurrent dislocation, though no signs 
of cord involvement had been manifested since the initial 
recovery. 

Dr. T. H. ACKLAND congratulated Dr. Roland on the results 
obtained. He said that the use of calipers was the accepted 
method of traction for fractures of the spine. He preferred 
suprapubic cystotomy to repeated use of catheters in the 
relief of retention of urine, as the catheters caused urethritis 
frequently. Care had to be taken to avoid redislocation 
in the transition period between the release of the caliper 
traction and the application of the plaster to immobilize 
the neck. 

Dr. A. E. Coates referred to the presence of sensation in 
the great toe as a cortical sign showing the possibility of 
recovery in the case of severe injury of cervical vertebre. 
He had found manual expression of urine from the bladder 
twice daily extremely useful in cord lesions; by this means 
the resistance of the sphincter could be overcome. He 
agreed with Dr. Ackland, however, that suprapubic 
cystotomy was very valuable. Dr. Coates went on to say 
that he had had a patient presenting a similar problem to 
that of the last patient mentioned by Dr. Roland. He had 
decided to maintain immobilization in plaster for twelve 
months and the patient achieved stability, though the 
junction might possibly have been partially fibrous. He 
advised Dr. Roland to use plaster for his patient for twelve 
months without awaiting further developments. 

Dr. Roland, in reply, thanked the speakers for the 
favourable reception of his demonstration. He was in 
agreement that suprapubic cystotomy was indicated if the 
condition was likely to be of long duration and had found 
that subsequent healing occurred readily. 


Albuminuria of Childbearing. 

Dr. Mary De Garis said that some time previously she had 
made a study of 2000 newborn babies; of these 1756 had 
been born in connexion with the maternity unit of the 
Geelong Hospital during the years 1931 to 1941, a decade 
including a good deal of the days of sustenance and relief 
work and over two years of the recent war. To these, to 
make up the 2000, she had added 244 children born in her 
private practice within the same period. 








Dr. De Garis then presented data dealing with the types 
of albuminuria recorded among the mothers of those children. 
She remarked that it was extraordinarily difficult to give 
complete figures, for records might not be made, or they 
might be lost, or they might be missed in the picking out 
of the cases chosen for consideration, all of which difficulties. 
had occurred in the series presented. However, her aim was 
merely to give a reasonable amount of evidence to justify 
the presentation of rather heterodox ideas in management 
of the antenatal period and especially of the expectant 
mother with albuminuria. 

A classification had been made of the types of albuminuria 
into half a dozen groups, individual patients being put in 
one group only, even though eligible for others. Classifica- 
tion was indeed rather difficult, as albuminuria might be of 
all degrees, even a state of albumosuria in its early stages. 
One woman might have an acute febrile pyelitis midway in 
pregnancy, albuminuria and cdema at the end of pregnancy, 
and eclampsia or pre-eclampsia during labour. However, 
each labour had been put in what seemed the most important 
class in the case concerned. The type of albuminuria (with 
or without acidosis) occurring during labour was a most 
important one from the theoretical point of view, especially 
as it was so frequently ignored if there had been no albumin 
in the urine or cedema noticed earlier. It was frequently 
found in association with the tedious labour and when 
spontaneous delivery failed. If catheter specimens of urine 
were examined throughout labour (Dr. De Garis said that 
she did that only if there was some indication for a catheter’s 
being passed) one might note an increasing depth of colour, 
increasing acidity, the appearance of diacetic acid, increasing 
quantities of albumin, epithelial cells giving place to leuco- 
cytes, and leucocytes to casts. Such a course of events 
before labour, as was not infrequent, suggested induction 
as desirable. The detailed examination of catheter specimens 
of urine taken before the application of forceps was most 
illuminating. So-called “cardio-renal’ cases fell into two 
groups, the albuminuria of labour and the albuminuria and 
cedema class; the condition of all Dr. De Garis’s patients 
proved to be more renal than cardiac and they recovered 
promptly after delivery. 

Before dealing with management, Dr. De Garis said that 
she must state certain assumptions that determined her 
treatment. 

In Dr. De Garis’s opinion labour was well named—it was 
hard muscular work, requiring protein for the efficient 
action both of the uterine and of the abdominal muscles. 
The mother had to find protein for her own basic require- 
ments plus that needed by the huge growing active muscular 
uterus and that needed for the development of the child 
(much of whose tissues was muscular). The foetus was 
parasitic, taking what it could get, perhaps leaving the 
mother short. If the baby was starved of protein, then it 
must be small or weakly or both, perhaps even deficient, as 
if some bricks were missing (for example, spina bifida); 
the whole ovum might be affected, as in placenta previa. 
If the mother was grossly short of protein she might not 
only have a tedious labour, but she might collapse; it was 
possible that protein-deficit played a part in causing 
puerperal psychoses especially if there was also an auto- 
genous sepsis. It had been observed that protein-starved 
rats ate the little rats. In Dr. De Garis’s experience the 
brunt of the protein shortage might fall on the mother, on 
the labour, or on the child; she had found it impossible to 


foretell which. 


The uterus was an enormous growing muscle, contracting 
and relaxing throughout pregnancy, and contracting more 
frequently as pregnancy advanced; while contracting it 
produced sarcolactic acid, and, as it did so, it produced heat, 
carbon dioxide et cetera. Continuous contraction was said 
to fatigue the muscle, apparently from the accumulation of 
the chemical products of its action. No doubt that process 
was responsible for the liability of the labouring mother 
to acidosis. It was clear that not only did the uterine 
muscle need feeding, but it often required assistance in 
getting rid of its waste materials. 


Dr. De Garis went on to say that in the present day 
there was a “pathological motherhood”, as was shown by the 
condition of the teeth (for example, two of the private 
patients in the series had good teeth, all others had past 
or present dental disease) and the frequency of dysmenor- 
rhea. There was a higher forceps rate amongst the mothers 
with filled teeth and amongst those with dysmenorrhea. 
Though the forceps rate rose with the age of the mother it 
would seem that her health rather than her age was the 
more important; two primiparmw, aged forty-two and forty- 
three years respectively, delivered themselves, while a girl, 
aged eighteen years, required forceps. The subjects of 
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albuminuria were of all ages; the youngest primipara was 
aged fifteen years, the oldest primipara forty-two years, the 
youngest multipara nineteen years, the oldest multipara 
forty-five years. A number of the young girls had also 
lost babies. 

The sustenance period, in Dr. De Garis’s opinion, was 
plainly a time of deficient diet, and certainly serious com- 
plications were much more prevalent in those years than at 
other times and among hospital patients (the less prosperous) 
than among private patients (the more _ prosperous). 
Shortages of milk and of fruit were surprisingly common. 
As all of the patients were managed on the same lines by 
the same person the comparison was helpful. Reference 
to the details of the weights of the babies, their mode of 
delivery and their fate would show that very fine babies 
were delivered, especially in private practice, when the 
results were not loaded by emergency cases and by poverty. 
The data dealing with antenatal care showed also that 
babies benefited from it, though it did not save every mother 
and every baby. The mothers who had been strictly dieted 
outside or in other wards (who, in other words, had been 
underfed or half-starved) did not have as good labours or 
as good babies as the undieted patients. 


Dr. De Garis said that she had reached the conclusion 
that nowadays all expectant mothers should be treated not 
only as potential subjects of albuminuria, but as latent 
subjects of albuminuria. The surprising number of pregnant 
women who complained of iliac pains in either or both sides, 
which were relieved by the administration of potassium 
citrate, suggested a great liability to mild pyelitis; and the 
great number who developed mild rises in temperature after 
labour with tenderness over one or both kidneys (also relieved 
by the administration of potassium citrate) confirmed that 
suspicion. Dysuria was rare in puerperal pyelitis. In 
managing the puerperium one must remember that fevers 
flourished on an albuminuric soil’ and were likely to be 
precipitated by such a crisis as labour, while treatment as 
though pyelitis was present would make the recovery smooth. 
Dr. De Garis regarded all types of albuminurias and 
eclampsia as complications of pyelitis: all stages of the one 
disease or pathological tendency. 

In discussing treatment, Dr. De Garis said that in 1923 
she had read Kidd’s “Common Infections of the Kidneys”, 
in which he advised the feeding of a full diet (including 
protein) to subjects of pyelitis. She had done that and 
found that Kidd was right. Then gingerly she had started 
on a similar diet for expectant mothers with albuminuria 
and was rather pleased with the results; so when in 1931 
she had taken charge of the newly opened midwifery depart- 
ment of the Geelong Hospital, she gave a full diet to all her 
patients, whether suffering from albuminuria or not, making 
the diet light only if the patient was febrile. Pepper, 
corned beef, preserved, brined and smoked foods were 
forbidden, and caution was employed with tomatoes and 
strawberries. Meat once a day was allowed and milk, eggs, 
cheese and nuts were encouraged. In private practice one 
occasionally found that nurses had taken the patients off 
meat. All of Dr. De Garis’s patients were given a potassium 
citrate mixture during the late weeks of pregnancy to aid 
the kidney and correct the tendency to acidosis. Alkaline 
compound granules were given during labour. 


Other forms of treatment, minerals, vitamins and aperients 
were given according to indications, but paraffin was not 
allowed as an aperient. Bowel washouts were not infre- 
quently ordered for the cedematous patient, and usually 
only if those failed were patients sent to bed. 


Patients with albuminuria seemed especially liable to 
hemorrhages both during and after labour. Antenatal 
hemorrhages were frequently associated with toxemia. 
“Kapilon” and hemostatic serum were often of value in 
those cases, even in association with eclamptic coma, but 
especially in the presence of purpuric toxemia. Adrenaline 
Seemed to have saved the life of patients in some severe 
eclamptic states; perhaps it did something to the sarcolactic 
acid. Dr. De Garis had first used it (successfully) because 
She had tried everything else she could think of without 
effect and not because of any theory. 


Discussing the mortality of childbearing, Dr. De Garis 
Said that among the 1970 labours four maternal deaths 
occurred, three of which fell into the albuminuric group. 
The fourth death was that of a woman suffering from an 
emergency antenatal hemorrhage whose notes were almost 
completely lost; Dr. De Garis imagined that her condition 
also would have fallen into that group had the record been 
Made. She and a woman with an “eclamptic emergéncy” 
died undelivered (the latter was not in labour). The babies 
Survived their mothers in the other two cases. One of 





those mothers had a remarkably good labour, but a few 
hours later had a cerebral hemorrhage causing a bad hemi- 
plegia. When she had recovered from the toxemia following 
labour she was transferred to the medical ward (three weeks 
after labour); a week later she had another (fatal) cerebral 
hemorrhage. The fatal eclampsia in the primipara was 
totally unexpected and began some hours after the termina- 
tion of labour 

The loss of babies among women known to have 
albuminuria at the time of labour was largely due to 
hemorrhagic conditions in the mother (ten had antenatal 
hemorrhage, three had placenta previa) and to prematurity 
(thirteen babies weighed under five pounds); four of the 
babies were macerated, twenty-nine were deadborn, seven 
were stillborn, and a good many of the living were too 
premature to survive. 

Dr. De Garis summed up by saying that it was necessary 
to recognize the pyelitic basis of the albuminuria, to aid 
the kidneys and to correct the tendency to acidosis by the 
use of potassium citrate mixture, to feed the patients, care 
being taken that they had sufficient protein, to remember 
the liability to puerperal pyelitis, to advise patients to get 
rid of diseased teeth between pregnancies, and never to 
forget that the mothers were not 100% well even before 
they became pregnant. Stillbirths, sepsis, toxemia and 
hemorrhages were but terminal conditions in a pathological 
motherhood. 

Dr. De Garis was much indebted to Sister Brown, for many 
years charge sister in the maternity unit, for her help with 
the records. 

Dr. RAMSAY WARDEN offered Dr. De Garis his sincere 
congratulations, saying that the address was securely based 
on the experience gained during twenty years of wonderful 
work, and Dr. De Garis could claim a maternal mortality 
rate as low as 1 in 1000. With especial reference to the 
diet of high protein content for patients with toxemias of 
pregnancy, Dr. Warden pointed out that in 1923 Dr. De Garis 
was alone in her advocacy. Ten years later she was joined 
in England by Theobald, and meantime the plan was in 
operation throughout the world and even to a certain extent 
in Australia. The older theory from the Dublin school had 
been dropped. He added that, greatly to her credit, Dr. 
De Garis chased around when necessary to get the food 
to make it possible for the mothers to eat what she advised. 


Dr. R. P. Gurry asked Dr. De Garis to state the indications 
she relied on for induction of labour in the management of 
toxemia and some details about the form of induction 
favoured by her. 

Dr. W. R. GRIFFITHS congratulated Dr. De Garis on her 
enthusiasm and commented on the enormous amount of 
detailed work that had been necessary for the production 
of the material presented that day by her. He went on 
to express agreement with her on the relationship between 
pyelitis and albuminuria; the worst examples of albuminuria 
were in patients who had previously had pyelitis during the 
pregnancy. He was not convinced, however, that the 
feeding advocated by Dr. De Garis prevented albuminuria, 
though he felt that it made the patients more able to 
support the necessary treatment for it. Occupying as he 
did a position at Ballarat parallel with that of Dr. De Garis 
at Geelong, he could testify that he saw proportionally more 
patients with toxemia privately than in public obstetric 
practice at the Ballarat Hospital. He thought that that fact 
discounted the proposition that there was a direct connexion 
between diets of low protein content and the occurrence of 
albuminuria in pregnancy. He had only recently become a 
convert to the principle of advising a diet of high protein 
content and had found Dr. De Garis’s facts and opinions 
very stimulating and interesting. 

Dr. Rosert SouTHBy, after thanking Dr. De Garis, men- 
tioned that protein lack was liable to affect the babies, 
though he had often wondered how a mother who might 
lose as much as three stone in weight still was capable of 
being delivered of a nine or ten pound baby. He considered 
it important to issue a warning, especially to primiparous 
women, of the need for dietary control, but at times one 
who dieted carefully had a big baby and another who did 
not make any concessions would have a baby weighing only 
six or six and a half pounds. 


Dr. De Garis, in reply to Dr. Gurry, said that specimens 
of urine which at first contained only epithelial cells as 
deposit later might have in them leucocytes or leucocytes 
and casts, and later, if the number of casts was increasing, 
she considered that induction was clearly indicated. How- 
ever, she had not carried out an induction for a long time 
and a reversal of the above sequence was indicative of 
recovery. To Dr. Griffiths she replied that she, too, had 
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more women with albuminuria in private practice than at 
the hospital; she thought that about one-third of the private 
patients came into the category at some stage. To Dr. 
Southby she said that the size of the baby did not depend 
only on protein and that a shortage of protein might fall 
on the maternal tissues, the uterus or its contents or on all 
three. 

In conclusion, Dr. Coates, from the chair, warmly con- 
gratulated Dr. De Garis, saying that she had made a great 
contribution to the reduction of maternal and infantile 
mortality, not only locally but throughout the world. 


Recent Advances in Anesthesia. 
Dr. R. H. OrTON and Dr. A. L. Brinces discussed recent 
advances in anesthesia, illustrating their remarks by means 


of a strip film. 
(To be continued.) 





SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH. 


THE Council of the British Medical Association is prepared 
to receive applications for research scholarships, as follows: 
an Ernest Hart Memorial Scholarship, of the value of 
£200; a Walter Dixon Scholarship, of the value of £200; 
four research scholarships, each of the value of £150. 

These scholarships are given to candidates whom the 
Science Committee of the Association recommends as 
qualified to undertake research in any subject (including 
State medicine) relating to the causation, prevention or 
treatment of disease. 

In addition, applications are invited for the first award 
of the following research scholarship: The Insole Scholar- 
ship, of the value of £250, for research into the causes and 
cure of venereal disease. 

Each scholarship is tenable for one year, commencing on 
October 1, 1948. A scholar may be reappointed for not 
more than two additional terms. A scholar is not neces- 
sarily required to devote the whole of his or her time to 
the work of research, but may hold a junior appointment 
at a university, medical school or hospital. 


Conditions of Award: Applications. 

A copy of the regulations relative to the award of the 
scholarships for 1948 and of the prescribed application form 
can be obtained on application to the General Secretary of 
the Federal Council of the British Medical Association in 
Australia, British Medical Association House, 135, Macquarie 
Street, Sydney. The completed application form is required 
to be submitted to the Secretary of the Federal Council not 
later than March 1, 1948. 

Applicants are required to furnish the names of three 
referees who are competent to speak as to their capacity 
for the research contemplated. 





VICTORIAN BRANCH NEWS. 


THE Medical Secretary of the Victorian Branch of the 
British Medical Association announces that the result of 
the ballot for the Council for the year 1948 is as follows. 


Name. No. of Votes. 


Coates, A. E. Se ae Sar eT ee 
fureey, Vester .. 3. 8s te ee «BTS 
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Johnston, Leonard W. .. .. .. 579 
James, H. Maxwell .. .. .- .. 5658 
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Smith, Kenneth .. .. .. a6 ie 
Wright, R. Douglas .. .. .. 368 
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No. of votes counted .. .. 704 
Informal votes .. .. .- ° 5 
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Naval, Wilitary and Air Force. 


APPOINTMENTS. 


THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 226, of November 27, 1947. 


AUSTRALIAN MILITARY FORCEs. 
Australian Army Medical Corps. 

QX53968 Captain D. A. Henderson is placed upon the 
Regimental Supernumerary List, 8th July, 1947. 

SX34553 Captain R. S. Colton is transferred from Aus- 
tralian Army Medical Corps (Medical) Reinforcements, 8th 
July, 1947. 

NX183 Lieutenant-Colonel (Temporary Colonel) C. R. 
Blomfield relinquishes the rank of Temporary Colonel and 
is placed upon the Retired List with the rank of Lieutenant- 
Colonel, and with permission to wear the prescribed uniform, 
24th July, 1947. 

20th Australian Field Ambulance.—VX504193 Captain F. 
Grunseit is transferred from Australian Army Medical Corps 
(Medical) Reinforcements, 8th July, 1947. 


Reserve of Officers. 
Australian Army Medical Corps. 
The following officer is transferred to the Reserve of 
Officers on the date indicated. 
2nd Australian Field Ambulance.—SX33988 
G. W. E. Aitken, 19th July, 1947. 


Captain 


Correspondence. 
THE CRAWFORD MOLLISON PRIZE. 


Sir: Elsewhere in this issue of the journal will be found 
reference to the proposal to establish a Crawford Mollison 
Prize—a proposal initiated by the honorary medical staff 
of the Women’s Hospital, Melbourne, and whole-heartedly 
supported by the Council of the Victorian Branch of the 
British Medical Association. 

Dr. Mollison, now living in retirement, occupied a unique 
position in the medical and public life of Victoria for over 
half a century as practising pathologist, honorary pathologist 
to the Royal Melbourne and Women’s Hospitals, coroner’s 
surgeon, lecturer in forensic medicine and honorary treasurer 
of the Victorian Branch of the British Medical Association. 

His colleagues have paid him some honour—his portrait 
hangs in the Medical Society Hall in Melbourne and the 
Federal Council awarded him its Gold Medal in 1943, and now 
a further opportunity is offered to his friends, both inside 
and outside the medical profession, to honour Dr. Mollison 
by contributing to the Prize Fund. 

Yours, etc., 
A. E. COATES, 
President, British Medical Association 
(Victorian Branch). 

Medical Society Hall, 
426, Albert Street, 
East Melbourne. 
November 18, 1947. 





A CASE FOR COMMENT. 


Sir: I would appreciate space for the following short 
report of a case. 

G.W., aged forty years, a millhand, reported on October 28, 
1947, complaining of a sore left middle finger. History: while 
working the previous day the finger had become painful. 
There was no definite history of trauma. He had continued 
working, but by evening the pain had become fairly intense. 

On examination the patient was afebrile and showed none 
of the general symptoms associated with a tendon sheath 
infection. The finger was held in flexion. There was 
tenderness along the course of the tendon sheath and pain 
on passive extension of the digit. These local findings were 
so suggestive of infection that the finger was explored under 
general aneesthesia. 





sclerot 
Dr. 
given 
were 
presen 
The xX 
typical 
ligame 
diagno: 


present 
because 
fractur 
There 

deafnes 
laxity 


December 13, 1947. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


735 





The tendon sheath was exposed through a small incision 
and found to contain dark blood. No pus was seen. 

Facilities for culture were not at hand. The blood was 
evacuated, the wound filled with penicillin and sulphonamide 
powder, and the skin sutured. No other form of chemo- 
therapy was employed. The movements of the finger were 
free and painless next day, and the wound healed by first 
intention. 

This extravasation of blood into the sheath was apparently 
of traumatic origin. | 

I have not heard of a similar case, nor can I find mention 
of the condition in available literature, and I would very 
much appreciate any comment. 

Yours, etc., 

Kilcoy, D. B. WHERRETT. 
Queensland, 

November 17, 1947. 





Ae 


Wevical Societies. 


MELBOURNE PASDIATRIC SOCIETY. 


A MEETING of the Melbourne Pediatric Society was held on 
May 14, 1947, at the Children’s Hospital, Carlton, Melbourne, 
Dr. A. P. DerRHAM, the President, in the chair. Part of 
this report was published in the issue of November 22, 1947. 


Osteogenesis Imperfecta. 


Dr. A. Murray CLARKE showed a female child, aged three 
years, with osteogenesis imperfecta (see page 72 

Dr. JOHN COLQUHOUN complimented Dr. Clarke on his 
presentation of the case. He said that the case did not 
appear to be a typical example of the condition as seen in 
the out-patient department, but unusual variants of the 
disorder should be presented to the Pediatric Society. He 
was not prepared to go as far as Dr. Clarke predicted, 
especially in regard to the inevitability of multiple 
fractures. The condition was commonly seen in all children’s 
hospitals, and recently Dr. Wait had presented a patient 
with classical signs, in whom it was difficult to find any 
bones that had not been fractured. 

Dr. L. Wait said that the patient referred to by Dr. 
Colquhuon had the appearance of achondroplasia, the 
changes being so symmetrical. Pressure over the bones of 
the skull gave a feeling like pressure over an egg-shell. 
The child had multiple fractures, one of which had affected 
the radial nerve, producing wrist drop. The fracture could 
be well seen in the X-ray films. When last seen the child 
had been progressing satisfactorily. She had very blue 
sclerotics. 

Dr. Clarke, in reply, said that he was sorry if he had 
given the impression that fractures were inevitable. There 
were various grades of osteogenesis imperfecta, and the 
present case was almost a doubtful instance of the condition. 
The X-ray photograph of the skull was not strikingly 
typical. The main point was the extreme laxity of the 
ligaments, and Dr. Clarke said that he felt that no other 
diagnosis filled the bill. Fairbank had divided cases of 
the condition into, firstly, a congenital type with frequent 
and many fractures and, secondly, osteogenesis imperfectu 
tarda, in which fractures were not seen before the age 
of two years, and in which there might not be more than 
six fractures in all; at about the age of sixteen years the 
bones became sclerotic, and no further fracture occurred. 
Dr. Clarke said that he felt that the child whom he had 
Presented would suffer more from dislocation and sprains, 
because of the laxity of the joints, rather than from 
fractures, the occurrence of which was far from inevitable. 
There was an interesting point in connexion with the 
deafness. It was alleged that it was consequent on the 
laxity of the ligaments attached to the ossicles of the ear. 
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Wedical Prizes. 





THE CRAWFORD MOLLISON PRIZE. 


To commemorate the great services rendered to medicine 
in Australia by Dr. Crawford Henry Mollison as a practising 
Pathologist for over fifty years, it is proposed to establish 
4 Crawford Mollison Prize under the following conditions. 








1. The establishment of a capital fund of not less than 
£1000 to be vested in trustees. 

2. The prize to be the sum of one hundred guineas to be 
awarded triennially for the most notable contribution to 
pathology during that triennial period. 

3. The recipient(s) of the prize to be a graduate(s) of the 
University of Melbourne for work carried out anywhere 
in the British Empire or graduate(s) of another medical 
school for work done in the State of Victoria. 

4. The prize to be awarded by a committee composed of 
the trustees of the fund, the Dean of the Faculty of Medicine 
in the University of Melbourne, the Professor of Pathology 
in the University of Melbourne, the Professor of Experi- 
mental Medicine in the University of Melbourne, the 
Professor of Obstetrics in the University of Melbourne, and 
the chairman of the honorary medical staff of the Women’s 
Hospital, Melbourne. 

5. The trustees to have the right to require the recipient(s) 
of the prize to present to the medical profession the work 
for which the award was made, either by publication or by 
lecture. 

To provide the necessary funds a capital sum of not less 
than £1000 will be required and a subscription list, to which 
all Dr. Mollison’s former students, colleagues and friends 
are invited to subscribe, is now open. 

The list is headed by a contribution of £250 from the 
honorary medical staff of the Women’s Hospital, Melbourne, 
and further contributions should be forwarded to the Medical 
Secretary, British Medical Association (Victorian Branch), 
426, Albert Street, East Melbourne, C.2, Victoria, cheques 
being made payable to the “Mollison Prize Fund”. 
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Che Ropal Australasian College 
of Surgeons. 


MEETING OF THE COURT OF EXAMINERS. 


THE next meeting of the Court of Examiners for the final 
examination for Fellowship of the College will be held at the 
College in Melbourne during the first week in June, 1948. 

Candidates who desire to present themselves at this 
examination should apply, on the prescribed form, to the 
Censor-in-Chief for permission to do so on or before April 1, 
1948. The appropriate forms are available from the Secretary 
of the Royal Australasian College of Surgeons, Spring 
Street, Melbourne, C.1. 





THE ADMISSION OF EX-SERVICE GRADUATES TO 
FELLOWSHIP OF THE COLLEGE. 


THE Council of the Royal Australasian College of Surgeons 
has decided that ex-service graduates who fulfil the fol- 
lowing requirements and desire to obtain the Fellowship of 
the College may, on application on the prescribed form and 
with the approval of the Censor-in-Chief, present them- 
selves for a special examination comparable with the type 
of examinatjon adopted prior to the introduction of the new 
regulations in December, 1945. 

Those eligible to avail themselves of this provision must 
(a) have held an approved higher surgical qualification 
involving a primary and final examination for a period of 
not less than five years, (b) have been members of an 
active surgical unit during their service with the armed 
forces, and (c) have been prevented by active service con- 
ditions from undertaking the examination during the period 
of their war service. 

The above provision will remain in operation until 
December 31, 1948, that is to say, examinations of this type 
will probably be held in June, 1948, and December, 1948. 

Ex-service candidates who do not comply with the above 
requirements are referred to the last paragraph of regula- 
tion number 32 and are advised to communicate with the 
Censor-in-Chief. Regulation number 32 reads: 

All applicants for admission to the Final Examina- 
tion shall be graduates of not less than five years of 
an approved medical school, university or college, and, 
in addition, shall have— 

(a) completed the Primary Examination or 

exempt therefrom by the Council; 

(6) undergone one year’s training as a 

medical officer in an approved hospital; 


been 


resident 
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(c) completed a course of apprenticeship training, 
approved by the Censor-in-Chief, in General 
Surgery or in one of the surgical specialties set 
out in regulation 33. 


All applicants for Fellowship in General Surgery 
shall have acted for a period to be determined by the 
Censor-in-Chief as an assistant to an approved surgeon 
or surgeons in, the operating theatres and wards of an 
approved hospital, or have undergone a period of 
equivalent training to the satisfaction of the Censor-in- 
Chief. All applicants for Fellowship in approved 
specialties shall have, prior to the Final Examination, 
acted as an assistant to an approved general surgeon 
in the operating theatres and wards of an approved 
hospital for a period to be determined by the Censor- 
in-Chief, and shall have acted as an assistant to an 
approved surgeon in that specialty for a period to be 
determined by the Censor-in-Chief. 

Any of the conditions contained in this regulation 
may be waived by the Censor-in-Chief, at his discretion, 
in the case of candidates who have returned from service 
with the Armed Forces. 


It will be appreciated, however, that such candidates 
must, on receiving permission from the Censor-in-Chief, 
present themselves for the type of examination adopted in 
December, 1945, which involves a written and oral examina- 
tion. 

Those graduates who wish to avail themselves of these 
provisions should obtain immediately an official form of 
application from the Secretary of the College, complete 
it in detail, and forward it to the Censor-in-Chief so that 
their qualifications may be considered. 

New Zealand graduates may obtain forms of application 
from Mr. Eardley L. Button, of 14, Hill Street, Wellington, 
New Zealand. 


































jominations and Elections. 











THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Valese, Peter, M.B., B.S., 1942 (Univ. Sydney), 4, Brown’s 
Avenue, Marrickville. 
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HENRY ABSALOM RIDLER. 












WE regret to announce the death of Dr. Henry Absalom 
Ridler, which occurred on December 2, 1947, at Woollahra, 
New South Wales. 
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Notice. 









THE librarian of the Institute of Medical Research at the 
Royal North Shore Hospital of Sydney writes that many 
deficiencies have been discovered in the library. The list 
of journals lacking is published herewith. Any reader or 
librarian of another library who has spare copies of these 
journals and would be willing to dispose of them is asked 
to communicate with the librarian. The list comprises the 
following: The American Journal of the Medical Sciences, 
Volume CCVIII, 1944, Number 2, and Volume CCX, 1945, 
Numbers 1, 2, 3 and 6; British Medical Journal, Volume I, 
1945, Number 12, March 24; The Lancet, Volume I, 1945, 
June 16, and Volume II, 1946, July 6; The Quarterly Journal 
of Medicine, Volume XV, 1946, Number 59; Proceedings of 
the Royal Society of Medicine, Volume XXXIX, 1946, Number 
10; The Journal of Biological Chemistry, Volume CLXIV, 
1946, Numbers 1 and 2; Journal of the American Dietetic 
Association, Volume XXII, 1946, Number 7; Public Health 
Reports, Volume LX, 1945, Part 2, Number 5; The American 
Journal of Clinical Pathology, Volume XIV, 1944, Numbers 
5 and 8; The Journal of Laboratory and Clinical Medicine, 
Volume XXIX, 1944, Number 1; The Journal of Obstetrics 
and Gynecology of the British Empire, 1944, Volume LI, 
Number 1; The Modern Hospital, Volume LXVII, Number 6. 






























Books Received. 


“Aids to Diagnosis and Treatment of Diseases of Children”, 
by F. M. B. Allen, M.D., F.R.C.P. (London); Eighth Edition; 
at nn: Bailliére, Tindall and Cox. 643” x 4”, pp. 276. 

ce: 6s. 

“Diseases of the Joints and Rheumatism”, by Kenneth Stone, 
D.M. (Oxford), M.R.C.P.; 1947. London: William Heinemann 
(Medical Books), Limited. 93” x 6”, pp. 372, with many 
illustrations, some of them coloured. Price: 30s. 

“Child Psychology”, by Arthur T. Jersild, Ph.D.; Third 
Edition; 1947. New York, Toronto and London: Staples Press, 
Limited. 8” x 53”, pp. 636. 

“Bovine Tuberculosis, including a Contrast. with Human 
Tuberculosis”, by John Francis, B.Sc., M.R.C.V.S.; 1947. New 
York, Toronto and Lendon: Staples Press, Limited. 84” x 5%”, 
pp. 220, with many illustrations, some of them coloured. Price: 

3 





“A Synopsis of Hygiene (Jameson and Parkinson)”, by 
G. S. Parkinson, C.B.E., 8.0., Macs. DACSP., DP, 
Brig. R.A.M.C. (Ret.), assisted by Kathleen M. Shaw, M.B.E.; 
Ninth Edition; 1947. London: J. and A. Churchill, Limited. 
84” x 53”, pp. 800, with illustrations. Price: 28s. 
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Wedical Appointments: Important Motice. 








MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary; Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
pensary Limited; People’s Prudential Assurance Company 
Limited; Phoenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute; Brisbane City Council (Medical Officer of 
Health). Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Councii before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205, Saint 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 






Editorial Motices. 





Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THB 
i JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THB 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
Tum MepicaL JouRNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

SUBSCRIPTION RatTes.—Medical students and others not 
receiving THz MerpicaL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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